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Abstract

Obesity is a health issue which currently affects over 34% of New Zealand (NZ) adults. Obesity, if left
unchecked, leads to further physical and psychosocial health complications and an overall poor
quality of life. People living in rural communities, high deprivation areas, as well as Indigenous Maori
and Pacific Island populations in NZ, experience significant obesity health inequities and have a high-
risk of developing obesity. General practice clinicians are positioned to be ‘best suited’ to deliver
effective obesity healthcare in their practice, however, despite weight management intervention
options being available through general practice, the obesity rates have continued to rise in the last
30 years. This suggests that there are potentially barriers to achieving a healthy weight in this
context.

The aim of this research thesis is to understand the experiences with, and barriers to, effective
obesity management in general practice from clinician and client perspectives to identify areas of
improvement in the future.

This research thesis examines obesity healthcare in NZ general practice using a sequential
explanatory mixed method research design in three parts. Firstly, a literature review study was
conducted as a baseline point to identify the efficacy of any weight management interventions that
are available in general practice. Secondly, a quantitative exploratory survey was conducted with
Waikato region general practitioners (GP’s). Lastly, interviews with rural clinicians (GPs, nurses, and
Indigenous Maori health professionals) and clients (patients engaging with rural general practice)
were then conducted to understand the more in-depth perspectives of any barriers experienced
with delivering, or engaging with, obesity management in general practice.

The experiences of both clinicians and clients were found to be complex and nuanced, with each
participant having a unique experience with obesity management. Concepts such as effective yet
inaccessible weight management interventions, interventions not suitable for sociocultural health
needs, conflicting nutritional guidelines, lack of rural general practice systemic support, the unique
and time consuming nature of obesity ‘treatment’, complications with the role of a clinician in
obesity management, stigma or power imbalances in the general practice context, social
determinants of health, the obesogenic environment, privatised weight management programmes
and the individualised nature of sociocultural norms were found to be significant to effective obesity
management.

This research thesis identified that the positioning of general practitioners as ‘best suited’ for
delivering effective obesity healthcare in their practice was questionable. Potentially, the clinician
role is better suited as a supportive one to an obesity health specialist who can meet the more
holistic needs of a client when it comes to weight management. The current health model generates
difficulties for clinicians to deliver comprehensive healthcare for such a complex and individualised
health issue. Future research should look to develop weight management options that are suitable
for rural and indigenous health needs to improve quality of life for clients and reduce health
inequities. In addition, wider critical reflection on the current obesity healthcare model and the
feasibility of a more specialist service outside general practice is warranted.
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Chapter 1: Introduction

Obesity Overview

Obesity is a major health concern in New Zealand (NZ) and across the world. The World Health
Organization (WHO) and Te Whatu Ora Health NZ (national health system, referred to as Health NZ
from this juncture) define obesity as an excessive amount of fat accumulation on an individual’s
body that can lead to further health issues (Ministry of Health, 2022b; World Health Organization,
2021a). The WHO reports obesity rates have tripled since 1975 whereby in 2016 more than 1.9
billion adults were overweight with 650 million of these adults being obese (World Health
Organization, 2021b). NZ has been identified as having the third highest obesity rate behind America
and Mexico (in the OECD) (Organisation for Economic Co-operation and Development (OECD), 2017).
The 2020/2021 NZ Health Survey reported one in three NZ adults (34%) (aged 15 years and over)
were obese which has increased from the 31% in 2019/2020 (Ministry of Health, 2021b). The
prevalence of obesity differs with ethnicity in NZ with 51% of Indigenous Maori, 71% of Pacific, 19%
of Asian, and 32% NZ/European adults classed as obese (Ministry of Health, 2021b). It has been
found that adults living in the most socioeconomically deprived areas on NZ are 1.6 times more likely
to be obese as those living in the least deprived areas (Ministry of Health, 2021b). The latest health
survey also highlighted that obesity also differs by age with 25-34 year olds having an obesity rate of
28.1%, 35-44 year olds at 35%, 45- 54 year olds at 37.4%, and 55-64 year olds at 37.3% (New Zealand
National Health Survey, 2017). Adults aged between 25-65 were reported to be at the highest risk of
developing obesity and were therefore the focus of this research thesis. Rural communities comprise
a significant portion of the obesity statistics worldwide (NCD Risk Factor Collaboration, 2019) with
many of NZ's rural communities also linked with high deprivation levels (Environmental Health
Indicators New Zealand, 2018).

Obesity is also a risk factor in the development of other health, and health system, concerns.
Obesity, if left unchecked, can lead to other health concerns including physical (type 2 diabetes,
heart disease, stroke, cancer) and psychosocial or sociocultural (depression, anxiety, social or
cultural isolation, low educational and employment opportunities, stigma and discrimination)
comorbidities (Abilés et al., 2010; Goettler et al., 2017; Lewis et al., 2011; Ministry of Health, 2022b;
World Health Organization, 2021b; Zhao et al., 2009). The high rates of obesity and related
comorbidities have consequently made obesity shift from being regarded as a health concern to a
reported ‘epidemic’ (World Health Organization, 2021a). Health systems across the world and in NZ
are having to deal with not only trying to prevent increasing rates of obesity, but also addressing
obesity in individuals with comorbid conditions. It was predicted in 2011 that by 2030 in America
and the United Kingdom (UK) alone, there will be 6 to 8.5 million more cases of diabetes, 5 to 7-7.3
million more cases of heart disease and stroke, along with 492,000 — 669,000 cases of cancer,
equating to about a 2 billion GBP per year cost on the national health service (54 billion NZD per
year) (Wang et al., 2011). This strain is supported by NZ literature (Clough & Destremau, 2015) which
indicated an expectation that there will be an increase in financial pressures for NZ similar to that
seen in the UK, with further sociocultural and environmental impact expected also. Obesity, and
obesity related comorbidities, pose a significant health risk to an individual’s quality of life (Forhan &
Gill, 2013; Nigatu, 2016) and a risk to the financial sustainability of the NZ health system should rates
continue to increase.

Obesity Management Sectors



Obesity is considered a modifiable health condition (World Health Organization, 2021b) whereby it
can be prevented and reversed through effective weight management strategies. In NZ, obesity is
regarded as a health risk and obesity management is situated within the national health system
(Ministry of Health, 2022b). There are three main sectors for effective obesity healthcare from a
national health system perspective and are all important to the wider obesity healthcare goals.
These are: primary care approach (which generally deals with low and medium risk clients); a
specialist or secondary care approach (which addresses those at risk of serious negative health
outcomes or premature death); and public health (which takes a population approach to reducing
obesity where small changes to large numbers of people can have more significant impact than a
large change in a small number of population). In a systems-based approach, these sectors should be
used in conjunction with each other to maximise obesity health improvement outcomes (Ministry of
Health, 2022b). The focus of this research is on one sector: an individual in the general practice
context. However, even though the secondary specialist sector and population health sectors are not
detailed in this thesis, elements of these sectors do overlap with the general practice sector and will
be included where relevant.

Obesity Treatment Sectors

In the western health model, obesity is considered largely to be the result of excess caloric energy
being consumed through ingested food than the caloric energy being expended through bodily
functioning and exercise (Hill, 2012; Ministry of Health, 2022b; World Health Organization, 2021b).
Effectively, at a basic level, an ‘energy imbalance’ repeated over a long period of time leads to
weight gain and therefore risk of ‘obesity’ (Hill, 2012). It is important to note at this juncture, that
there are many contributing factors outside this ‘energy imbalance’ description such as age,
hormones and medication use that can influence weight gain. However, this research thesis does not
investigate the chemical changes in the human body in relation to obesity as it is not the focus of
this research. For the individuals not significantly affected by these influences, reducing weight, and
therefore risk of obesity, can be achieved through ‘energy balancing’ behaviours over an extended
period of time. This is predominantly achieved through calorie intake and expenditure manipulation,
also known as a weight management strategy, or colloquially known as ‘going on a diet’. It is
important to acknowledge, that there are many weight management options that an individual can
engage with, both within and outside general practice. Individuals can choose to engage with weight
management strategies in one of three main ways: engaging with a commercial company who
provides weight management programmes (such as Weight Watchers, or local Gym memberships)
for a customer to ‘follow’; self-designed weight management programme that includes a calorie
reduction or exercise increase; or accessing weight management strategies through the healthcare
system (public or private). In the western healthcare model, weight is linked to clinical markers of
health and therefore general practice is the focus of this research.

Obesity Management in General Practice

Similar to the UK, America, Canada, and Australia (Moyer, 2012; National Health and Medical
Research Council, 2013; National Institute for Health and Care Excellence (NICE), 2014; Obesity
Canada, 2022), NZ positions weight management as a clinical health issue (Ministry of Health, 2017).
The NZ Ministry of Health (MoH) has actioned several initiatives to reduce obesity through
promoting improved nutrition and increased physical activity (including exercise prescriptions,
‘Healthy Eating Healthy Action’ plan, and ‘Active Families’), as well as generating national guidelines
for the management of health and obesity (such as implementing the ‘National Healthy Food and



Drink Policy’) (Mercer et al., 2013; Ministry of Health, 2022b). For example, there are the ‘NZ Food
and Nutrition Guidelines for Adolescents and Adults’ that have been aligned with the WHO Global
Action Plan on Physical activity (Ministry of Health, 2022b). These guidelines and programmes are
not only aimed at effective weight management for reducing obesity rates through clinical
interventions, they also can act as a prevention tool for obesity related comorbidities that risk
developing. The NZ health system positions general practice as the best place to action these weight
management guidelines and provides resources and intervention support for the healthcare
professionals delivering this care (Ministry of Health, 2017).

In NZ, primary care health professionals and indigenous Maori health providers are positioned as
‘best suited’ to deliver obesity healthcare due to the frequency in which they see their clients over
long periods of time in their role (Ministry of Health, 2017). The NZ MoH clinical weight management
guidelines (CWMG) (Ministry of Health, 2017) align with the encouraged international approaches
(Government UK, 2019; Moyer, 2012; National Health and Medical Research Council, 2013; Obesity
Canada, 2022) that suggest primary care health professionals are in the most effective position to
measure, monitor, advise, and intervene with weight, obesity management, and obesity health risks
with their clients (Ministry of Health, 2017; National Health and Medical Research Council, 2013).
Approximately 90% of all health consultations occur in primary care (National Health Service
(Digital), n.d). Over 75% of NZ adults reportedly visited a GP in the 2021/22 Health Survey (Ministry
of Health, n.d) with NZ clients averaging four to five visits to their GP or nurse each year (Ministry of
Health, 2013). Healthcare professionals working in these general practice spaces are considered to
be in a prime position to impact obesity rates through education, assessment and healthy lifestyle
promotion (Government UK, 2019). There are many roles involved with the general practice space,
such as nurse practitioners, primary care practice assistants, clinical pharmacists, health
improvement practitioners, health coaches, community health workers, social workers, and
physician associates (Pinnacle Incorporated, 2022). However, this research focuses on the initial
point of contact for the key stakeholders in the general practice context: the GP, nurse or Maori
health professional, and the individual (patient) seeking healthcare.

Body Mass Index Tool

The national recognition of obesity in NZ orientates around the western-centric health model
whereby clinically, obesity is a tangible and measurable concept. In the NZ general practice context,
obesity is predominantly measured using the Body Mass Index tool (BMI) which calculates the
severity of obesity an individual embodies (Ministry of Health, 2022a). The BMlI is calculated by
dividing an individual’s weight in kilograms, by the square of their height in metres (kg/m2) (World
Health Organization, 2021a). An individual who is calculated to have a BMI of 25-30 is classed as
overweight and >30 as obese (World Health Organization, 2021a). Due to the increasing obesity
rates across the world, the BMI has been extended since its first inception to include subcategories,
which indicate degrees of severity within the obese range. Class | obese is considered a BMI of 30-
34.99; Class Il obese is considered a BMI of 35- 39.99; and Class Ill obese is considered a BMI of >40.
Having a high BMI (and therefore ‘obesity’) increases the risk of developing further health issues
(Ministry of Health, 2022b). Whilst the BMI is considered a time effective option to measure the
‘obesity level’ of an individual, there are many who argue against its use as a generalisable tool. The
BMI has been argued to have many inaccuracies such as: that it is an indirect measurement of body
fat; fails to take into account muscle mass; fails to identify specific individual differences; weight is
not an accurate representation of an individual’s health; and is not generalisable to the population
(Bhurosy & Jeewon, 2013; Prentice & Jebb, 2001; Rothman, 2008). The BMI does not differentiate



between fat and lean mass, nor any fat distribution on individuals and therefore can produce
misleading results with athletes, certain ethnic groups, or age brackets (Adab et al., 2018; Lambert et
al., 2012; Ministry of Health, 2018b). Ultimately, clinicians using the BMI should do so with caution
when classifying an individual as obese. Whilst acknowledging the flaws of this measurement tool,
this research thesis refers to obesity literature or obesity management as healthcare, with samples
or individuals with obesity as per these BMI ranges (and without comorbidities), as this is the current
tool predominantly used in literature and general practice which is the context of this research.

Client Benefit of Weight Management

Obesity is a complex health issue and can impact nearly all aspects of an individual’s health, leading
to an overall poor quality of life (Forhan & Gill, 2013; Ministry of Health, 2022b; Nigatu, 2016; Zhao
et al., 2009). The health complications that stem from obesity can be avoided through effective
weight management, which is one of the reasons why some individuals choose to engage with
obesity healthcare (with other reasons including psychosocial, cultural or societal pressures). Obesity
is recognised to increase the risk of individuals developing further health complications such as type
2 diabetes, stroke, cardiovascular diseases, osteoarthritis, some cancers or reproductive
abnormalities, and can shorten life expectancy (Ministry of Health, 2022b). Physical activity becomes
more difficult with obesity acting as a barrier (Ball et al., 2000) which has also been associated with
dissatisfaction with quality of life in some research. Psychological and emotional health issues are
also reported with obesity being associated with depression, anxiety, poor self-esteem, stress and
body dissatisfaction (Abilés et al., 2010; Ministry of Health, 2022b; Nigatu, 2016; Zhao et al., 2009).
Psychological distress has been suggested to be associated with obesity status (Wallace et al., 2016)
whereby distress was higher for participants with Class Il or lll obesity prior to them losing weight
and decreased below the clinical threshold when weight loss increased. Additional psychosocial
changes have been reported to change through weight ‘status’ (Class Il or 11l obesity, obesity,
overweight, healthy weight) changes, such as self-concept, identity, social isolation, social re-
insertion, social acceptance and perceived stigmatisation and discrimination (Brewis, 2010;
Magdaleno et al., 2010; Young & Burrows, 2013). The decision to engage with weight management
can be driven by many factors, each unique to the individual, however, an overall improvement of
quality of life is a key beneficial outcome. Despite the weight management options available in
general practice, and individuals choosing to access obesity healthcare, obesity rates in NZ have
continued to rise. This indicates that there are potentially barriers experienced in this weight
management space, or the efficacy of the available interventions is perhaps questionable.

Weight Management Interventions

Commercial Weight Management

It is important to note that there are many avenues for weight management strategies that an
individual can chose to access, including commercial programmes, commercial gym memberships,
internet-based programs, self-designed programmes and through general practice. Individuals
wanting to address their weight will choose the weight management strategy that best suits them,
which may include asking their primary care practice for help. However, weight management is a
behaviour that can be actioned by individuals without the need of general practice, as there is a
large commercial market offering weight management options to the general public. This
commercial sector is colloquially labelled the ‘diet industry’ worth a reported $41 billion USD
globally in 2020 alone (Katharine de Costa, 2021), effectively ‘selling’ weight management to



consumers. However, this is an unregulated sector with extensive arguments around the efficacy of
commercial programmes, the harm it perpetuates on vulnerable individuals and the ethical debates
around unregulated ‘health’ advice (Ertin & Ozaltay, 2011; Lustig, 1991; Ten Have et al., 2011). For
individuals who do not wish to purchase or engage with a commercial programme, individuals can
also create their own weight management strategy. This can be done through self-education and
self-guiding their weight management programme through reputable sources such as the MoH
(Ministry of Health, 2017, 2020). While the efficacy of the commercial and self-designed weight
management sectors have been investigated in the past for primary care, (Ahern et al., 2011; Collins
et al., 2013; N. Fuller et al., 2014; Gudzune et al., 2015; Jebb et al., 2011; Laudenslager et al., 2021)
this is not the focus of this research thesis. Despite these debates, commercial and self-designed
programmes are significant to the weight management experiences of participants in this research
thesis and are therefore acknowledged. Weight management strategies offered in general practice is
the context this research is situated in, which operates from a regulated healthcare system model.

Weight Management in General Practice

Weight management interventions in the general practice context may be initiated by clients or
clinicians. Clients wanting to address their weight will choose an option that best suits them with the
guidance of their general practice clinician. Within the NZ clinical general practice context, there are
many weight management interventions available, most of which are set out in the CWMG
document (Ministry of Health, 2017). A clinician is encouraged to start with developing a weight
management plan with the client by providing nutritional advice on reducing total energy intake,
modifying the types of food and drink consumed (for example swapping Coca-Cola for water) and
improving the quality of fats and carbohydrates consumed (Ministry of Health, 2017). In addition,
clinicians offer advice about increasing physical activity (joining gyms, social sport teams or solo
exercise), joining commercial weight loss programmes (such as Weight Watchers for external
support), getting good quality sleep, and ways to change behaviour towards more overall ‘healthy’
living (Ministry of Health, 2017). Specific weight management options available through general
practice include low energy diets or very low energy diets (restricted calorie intake per day), diets
that manipulate the macronutrient (fats, protein and carbohydrate) intake, dietitian referral
(although this is restricted for those with comorbidities, not just for obesity alone), weight loss drugs
(orlistat or phentermine), and, in some cases, referral for bariatric surgery (surgical weight loss)
(Ministry of Health, 2017). It is acknowledged that injectable medications (used both on or off label),
are prominent and gaining traction both internationally and within NZ as ‘effective’ weight
management options for use in general practice at the time this thesis was written. However, these
injectable medications were not available when this research was conducted and therefore not a
focus in this research thesis. These options are recommended to be offered with consideration of
their client’s history, healthcare needs, as well as the sociocultural and socioeconomic contexts in
which they live in (such as income level and their client’s ability to afford weight management
options) (Jull et al., 2011; Ministry of Health, 2017). Some options can be financially subsidised by
the public health system, although some options have limited spaces available (such as bariatric
surgery). However, there are opportunities for clients to self-fund their weight management
strategies (commercial companies, weight loss drugs or bariatric surgery) privately (Gudzune et al.,
2015; Laudenslager et al., 2021; Ministry of Health, 2017). Yet, in some bariatric cases, a GP approval
is needed to access these private options. Regardless of the type of weight management program
opted for by clients within or outside general practice, they all have some form of a calorie or energy
deficit element which enables weight loss to occur (Hill, 2012).

Complexities of the Obesity Health Issue



Up until this point, this research thesis has highlighted the perspective of obesity and its
management from a western health model context. However, there are many other significant
perspectives of obesity that do not align solely with this western view. The range of perspectives of
obesity and its status as a health ‘risk’ requiring ‘treatment’ are largely debated both within and
outside the health system context. The range of views regarding obesity are important to
understand as previous literature has indicated that a health issue cannot be viewed in isolation
(World Health Organization, 2022). Whilst this research is based in the general practice context, it
was anticipated that clients will come from a range of social realities and obesity perspectives. It is
important to highlight the range of obesity views in this research thesis as they are significant to
participant experiences with weight management and overall findings.

Obesity ‘Epidemic’ Debates

Reports of the ‘high and rising obesity rates’ (World Health Organization, 2021a) that have led to
the labelling of the obesity health issue as an ‘epidemic’ have, in more recent years, been challenged
by some social psychology researchers. Taking a critical perspective, Gard, Wright, and Campos, for
example, are three researchers who dispute the integrity of the information that fuels the obesity
‘epidemic’ (Campos, 2013; Campos, 2004; Gard, 2011a, 2011b; Gard & Wright, 2005). They identify
multiple misleading assumptions, distortions, inaccuracies and gross generalisations in the obesity
scientific literature and shed light on how the reporting of the obesity ‘evidence’ makes it hard for
anyone to make concrete conclusions in a confident manner (Lupton, 2013). Whilst these self-
proclaimed ‘obesity sceptics’ are not arguing that an obesity problem does not exist, they
importantly, and persuasively, critique and indicate the ways in which political agendas and pre-
existing assumptions influence and shape the reporting and interpretation of medical and
epidemiological data relating to obesity (Lupton, 2013). Despite these claims, ‘obesity’ is still largely
constructed as an ‘epidemic’ in NZ and across the world (Ministry of Health, 2022b; World Health
Organization, 2021a).

Sociocultural Views of Obesity

Obesity has different definitions in different contexts, demonstrating the many ways that the
concept of ‘obesity’ is interpreted and the range of worldviews it embodies. Whilst obesity is
predominantly perceived as a clinical health issue in the west, due to its ability to be ‘measured’
objectively, obesity can also be understood as a socially constructed phenomenon (Burr, 2015). In
this case, obesity has different definitions in different sociocultural contexts. Similar to other
western cultures, obesity in NZ is predominantly constructed as a negative health phenomenon with
associations to constructs such as ‘unhealthy’, ‘unattractive’ and ‘undesirable’ (Boero, 2013; Brewis,
2010). A person with obesity is commonly assumed to be inferior, socially perceived by others to
have ‘let themselves go’ or be stereotyped as someone who is too ‘lazy’ to lose weight (Brewis,
2010). In some cultures, the ‘thin ideal’ (a socially desirable body shape) is pervasively promoted to
be something to aspire to (Couch et al., 2016; Donaghue & Clemitshaw, 2012; Hawkins et al., 2004),
and those who are ‘idolised’ (such as celebrities, models, social media ‘influencers’, or sporting
hero’s) are rarely obese.

In contrast, there are cultures both within and outside of the western society that class ‘obesity’ as
‘attractive’, ‘desirable’ and an ‘ideal’ to aspire to by choice (Guinness World Record Limited, 2020).
The association of ‘obesity’ with ‘unattractive’ is also being challenged, whereby pro-obesity
websites, social groups, and human rights organisations have been established (National Association



to Advance Fat Acceptance, 2020). Additionally, the ‘Fat Activism’ movement works to change the
anti-fat bias by raising awareness of the issues faced by ‘fat people’ including fat pride, fat
empowerment and fat acceptance actions (Cooper, 2021; National Association to Advance Fat
Acceptance, 2020; Pausé, 2020). Rejecting the historic Judeo-Christianity origins of obesity being
associated with a lack of self-control (Lupton, 2013), some cultures position obesity as a sign of good
health or wealth and an overall positive phenomenon or something to aspire to (Brewis et al., 1998;
Haslam, 2007; Kruger et al., 2005; Ouldzeidoune et al., 2013; Pollock, 1995).

Regardless of the ‘obesity’ definition one subscribes to, obesity can impact negatively on an
individual’s health (Ministry of Health, 2022b). Whilst there are a range of perspectives that do not
view obesity as a health risk (Campos, 2004; Gard, 2011a; Gard & Wright, 2005; National Association
to Advance Fat Acceptance, 2020) and therefore, not requiring ‘treatment’, for the purposes of this
research, obesity is positioned as a clinical health risk as set out by the WHO and Health NZ. This
research acknowledges that obesity has multiple meanings in different sociocultural and historical
contexts (Bell et al., 2017; Brewis, 2010; Haslam, 2007) and recognises the important debates
around an individual’s autonomy and level of paternalism exercised when it comes to obesity health
(Buchanan, 2008, 2015; Hector, 2012; Skipper, 2012). Whilst there is a plethora of perspectives,
views, and lived experiences of obesity, this research thesis does not investigate these debates or
the depths of the definition or concept of ‘obesity’. However, for the purposes of this research,
‘obesity’ is defined in alignment with the most recent WHO and Health NZ perspectives that obesity
poses a significant risk to an individual’s health. This research thesis focuses on individuals who are
voluntarily choosing to engage with weight management to better their ‘health’, however this health
is subjectively defined from their perspective. The focus of this research is not on the complexities of
perspectives, but rather, operates from a presumption that obesity management is an issue for
some and works in the context with people who are interested in obesity management.

Factors Influencing Obesity Management Efficacy in General Practice

Primary health clinicians who provide longitudinal care are positioned to be best suited to deliver
obesity management care. However, obesity is an individualised health issue whereby the most
effective ‘intervention’ is not the same for all. Clinicians are recommended to take into account any
relevant obesity influencing factors when identifying suitable weight management options for their
client to engage with (Ministry of Health, 2017). Whilst an energy imbalance cannot be denied as a
key physiological contributor to obesity, there is significant literature that suggests this ‘energy
imbalance’ is not an isolated contributor to obesity development. These factors are situated within
and outside the scope of general practice making the role of a clinician more difficult for effective
outcomes. These include physiological (genetic components) (Albugquerque et al., 2015), gender and
hormonal changes throughout a lifespan (Lovejoy, 1998), behavioural and neurological perspectives
such as food or eating ‘addiction’ (Corsica & Pelchat, 2010; Hebebrand et al., 2014; Pelchat, 2009;
Volkow et al., 2013), environment factors (such as the obesogenic environment (Carter & Swinburn,
2004; Swinburn, 1999) or living in areas of high deprivation (Lake & Townshend, 2006; Oliver et al.,
2015; Pearce et al., 2007; Siahpush et al., 2014), and social determinants of health (World Health
Organization, 2022). In addition, psychological and social factors have been identified as influencing
factors on obesity development, including experiences of trauma, emotional dysregulation, stress,
depression, anxiety, unhappiness, negative stigmatisation and low self-esteem (British Psychological
Society, 2019; Garaulet et al., 2012; Van Strien, 2018). In some psychosomatic theories, overeating
has been described as momentary relief from stress, anxiety, or as a way for an individual to reduce
discomfort (Bruch, 1974; Canetti et al., 2002). However, when this ‘comfort eating’ behaviour is



repeated over a long period of time, weight gain to the point of being clinically classed as obese can
occur. In addition, clinician awareness about the perpetuating nature of obesity can be beneficial,
whereby a client living with obesity can lead to depression or stigma, which can lead to further
comfort eating and weight gain (Brewis, 2014).

Social stigma and discrimination have been reported to significantly contribute to obesity. Obesity is
sometimes viewed as ‘immoral’ and socially unacceptable in western societies (Lupton, 2013) which
operate with a western health model that clinicians work in. Consequently, those who are classed as
having obesity are then ‘blamed’ for their obesity due to obesity being considered a (physiologically
speaking) preventable and reversable health issue (World Health Organization, 2021b). This social
‘blaming’ of individuals has been reported to be experienced in the form of social isolation, personal
and group discrimination, bullying and harassment on a daily basis (Carr & Friedman, 2005; Lewis et
al., 2011; Magallares et al., 2016). Other literature suggests that the obese individuals are ‘victims’ of
the obesogenic environment in which they live in, and turns the blame back onto the advertising and
food industries as being responsible for obesity development through their use of psychological
conditioning or unnatural food additives which cause an increase in cravings and fast-food
consumption (Cordo, 2007; Harris et al., 2009; Mello et al., 2003). Regardless of the source of the
social discrimination or obesity blame, the negative stigma and discrimination experiences have
been argued to contribute to further anxiety, unhappiness and depression for individuals with
obesity. This experience can again perpetuate the ‘over-consumption of food’ cycle and cause
further weight gain and obesity comorbidity risk in some cases (Lewis et al., 2011; Magallares et al.,
2016).

For indigenous cultures across the world, colonisation throughout history has been recognised as an
additional contributory factor in health outcomes, including obesity (Moewaka Barnes & McCreanor,
2019; Paradies, 2016; Warbrick et al., 2019). Previous indigenous research indicates that factors such
as racism, historical trauma, cultural sovereignty displacement and marginalisation negatively
impacts the overall health and wellbeing of individuals (Maple-Brown & Hampton, 2020; Moewaka
Barnes & McCreanor, 2019; Paradies, 2016; Warbrick et al., 2019). Indigenous Maori in NZ
reportedly have high rates of obesity and experience health inequity (Ministry of Health, 2021b;
Rahiri et al., 2020; World Health Organization, 2018). While this research thesis does not aim to
investigate the discussions of colonisation impacts on obesity, it is acknowledged as significant to
the obesity healthcare experiences for the participants who identify as indigenous Maori in this
research thesis. The changes to the environment, political and sociocultural systems in which
indigenous people live in can influence obesity development, and extend to non-indigenous
populations as well. These are labelled as the social determinants of health by the WHO (World
Health Organization, 2022).

The WHO highlights that there are many contributing factors to the obesity health issue, with the
social determinants of health playing a significant role in the development of obesity across the
world (World Health Organization, 2022). Social determinants of health include
political/sociocultural systems in which people are born, live, grow, work and age in can all influence
obesity development (Cassim et al., 2021; Swinburn, 1999; World Health Organization, 2022). This
includes factors such as genetics, income, social/familial connections, employment status, access to
affordable housing, healthy food, clean water availability, education levels, and political climates
that can impact obesity development. For the obesity health issue, the cost of affordable housing,
fresh ‘healthy’ whole foods, transport to exercise facilities, and therefore ability to navigate a
‘healthy’ lifestyle in an obesogenic environment are out of financial reach for many low-income
families, with processed foods (that are high in sugar, carbohydrates and fat) being readily available



and pervasively marketed to those in lower socioeconomic areas (Jani et al., 2018; Mello et al., 2003;
Pearce et al., 2007; Swinburn, 1999).

While this research does not engage in any debates or comment on the ways obesity can develop, or
the wider political and social climate obesity is experienced in, it is important to include these
concepts to better understand the range of lived experiences possible for the clients living with
obesity in this research thesis. Clinicians are encouraged to manage obesity in their practice,
however, with the range of obesity influencing factors highlighted, identifying which weight
management is suitable for a client can become complicated. Whilst there are many recognised
contributors to the obesity health issue, it is understood by WHO, Health NZ, and therefore this
research thesis, that no contributing factor should be viewed in isolation. These factors can have a
compounding effect, making the role of a clinician (and experience of a client) more difficult when
trying to navigate an effective weight management journey.

Review of Literature

Rural Obesity Prevalence

Recent international literature has indicated that rural areas contribute to the obesity rates more
than their urban counterparts (NCD Risk Factor Collaboration, 2019), yet little is known about the
obesity health risk in the NZ rural population. There is no recent NZ rural-specific obesity prevalence
statistic at the time of this research thesis. The most up-to-date rural measurement was from the
most recent NZ health survey 20 years ago (2002-2003) (Triggs et al., 2007) which reported that rural
females were more likely to be overweight or obese than urban females, while there was little
difference between rural and urban males. However, despite there being no updated rural obesity
prevalence figure, it is likely that these rates have increased as the most recent reporting in the
2020/21 national health survey identifies that the overall NZ obesity rate has increased from 31.2 to
34.3% in one year (Ministry of Health, 2021b). In addition, the lack of recent rural obesity prevalence
information includes a lack of data on indigenous populations living rurally, who at a population level
are reported to experience higher obesity rates (51%) than the average NZ rate (34%) (Ministry of
Health, 2021b). This indicates a significant gap in knowledge about the current state of obesity
healthcare in rural and indigenous rural populations requiring immediate attention for equitable
health outcomes.

Rural Weight Management in General Practice

Obesity healthcare delivery is reported to differ between rural clinicians and their urban
counterparts (Epling et al., 2011) suggesting barriers are different for rural and urban general
practices. NZ has a significant rural population, with over 600,000 people living rurally (Rural Health
Alliance Aotearoa New Zealand, 2019). Rural health is reportedly under-funded, under-resourced,
under-staffed and operate at a disadvantage when compared with their urban counterparts. Rural
general practice operates in similar ways to urban, however, rural areas reportedly experience more
challenges with accessing primary healthcare than urban areas. A variety of factors, such as rural or
remote geographical location, socioeconomic deprivation, lack of transport options, and
telecommunication restrictions are reported to potentially impede individuals access to health and
disability services rurally (National Health Committee, 2010). Rural general practice is often
considered by local communities as a ‘medical home’ with a GP who is usually relied upon to be a
skilled all-rounder who often thinks on their feet, does a lot with little resources and understands
the needs of their local community (Royal New Zealand College of General Practitioners, 2023;
Hauora Taiwhenua Rural Health Network, 2023). Rural general practices range from sole practitioner
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practices to larger practices with multiple GPs, or a team including a nurse, allied health
professionals, receptionists or local volunteers in some cases and are often located some
geographical distance from additional services or hospitals.

Rural communities reportedly experience many healthcare inequities, including weight management
intervention access (National Health Committee, 2010; Norman et al., 2022; Rural Health Alliance
Aotearoa New Zealand, 2019). Rural disadvantages include lack of exercise facilities, the sometimes-
isolated geographical location, high socioeconomic deprivation, lack of dietary commercial
programmes and minimal service acceptability (National Health Committee, 2010). There are
significant time, funding, staffing, training and resource constraints (Alsop-ten Hove, 2019; Davis-
Wheaton, 2013; National Health Committee, 2010) which impact the ability of rural health
professionals to deliver effective healthcare, indicating that there could be further barriers
jeopardising the effectiveness of any weight management intervention in rural general practice. In
addition, rural areas experience less employment opportunities leading to high deprivation, limited
local food stores or exercise facilities (driving prices up for importing goods and minimizing
competitive markets), and less (or no) access to private car or public transport to access the
resources they need for good health and effective weight management (Davis-Wheaton, 2013;
Doolan-Noble et al., 2019; National Health Committee, 2010). However, this knowledge is based on
rural populations that do not represent the unique NZ population.

NZ has a significant rural and indigenous population which have received little attention in obesity
research, despite being at high risk of developing obesity and, potentially, obesity comorbidities
(Ministry of Health, 2022b). While general disadvantages and inequities are recognised for rural and
indigenous populations, there is scarce information focused on obesity healthcare from the rural
general practice sector. Effective healthcare for indigenous populations around the world includes
the vital component of being culturally appropriate (Durie, 1997; Durie, 2003). Yet, there is limited
understanding of obesity management in general practice from an indigenous Maori or rural
worldview (Boulton et al., 2011; Davis-Wheaton, 2013; Davy et al., 2016). Some previous literature
has identified barriers or areas of improvement for obesity related health risks in the secondary care
sector (Boulton et al., 2011; Elley et al., 2008; Murphy et al., 2003), as well as the population health
sector (Swinburn, 1999). However, little has been explored in the general practice sector and scarce
investigation into rural specific general practice sector. The perspectives of both rural clinicians
delivering obesity management and rural clients receiving this weight related healthcare are
important to understand as minimal information is known at the time of this research thesis, despite
obesity reportedly being a significant health risk.

Barriers to General Practice Obesity Management

Despite weight management interventions being offered through general practice, the obesity rates
continue to increase, suggesting that there are barriers in this space to effective obesity healthcare.
Each of the publications in this research thesis offer their own literature review relevant to their
context and will not be repeated here. However, a brief overview of the barriers to effective obesity
management in general practice literature is offered below.

Barriers from Clinician Perspectives

Previous literature has highlighted that effectively delivering weight management interventions has
been challenging for clinicians (Glenister et al., 2017; Mazza et al., 2019). Perceived barriers to
obesity healthcare in general practice for clinicians include ineffective communication tactics,
discussion difficulties, obesity stigma, a normalisation of obesity in society and cultures, ineffective
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or lack of referral options, perceived lack of motivation of clients to lose weight, a lack of clarity
around the role of a clinician, social determinants of health, healthcare system limitations and a lack
of culturally appropriate healthcare (Abbott et al., 2021; Bell et al., 2018; Blackburn et al., 2015;
Eggleton et al., 2018; Glenister et al., 2017; Marmot, 2017; Mazza et al., 2019; Michie, 2007; Monsen
et al., 2015; Nolan et al., 2012; Phillips et al., 2014; Sonntag et al., 2012; Swinburn, 1999; Van Dillen
& Hiddink, 2014; Woodruff et al., 2016; World Health Organization, 2022). However, there are only a
handful of studies that focus on the NZ general practice context, which found barriers similar to that
of overseas clinicians (Claridge et al., 2014; Gray et al., 2018; Patel et al., 2011; Swinburn et al.,
1997). A nurse-specific study included both urban and rural nurses and found that barriers included
the desire to not offend their clients, a large range of professional perspectives about ‘best practice’
to discussing weight management, and a lack of clear effective messages for positive health changes
(Phillips et al., 2014). NZ specific literature has looked at clinicians’ views (Claridge et al., 2014; Gray
et al., 2018), pharmacist perspectives (Gray et al., 2016), quality of obesity care in general practice
(Naper et al., 2017), however, rural-specific literature is lacking.

Barriers to obesity healthcare from an indigenous worldview in general practice were scarce,
however, not surprising as the western and indigenous worldviews of health differ significantly.
Obesity related health programmes conducted with an indigenous Maori cultural worldview outside
the general practice context have also identified barriers. These include the need to be
psychologically ready for change and the challenge of weight loss, lack of time, lack of routine, the
importance of relationships and support, lack of empowerment, and the need for an indigenous lead
health improvement programme (Boulton et al., 2011; Eggleton et al., 2018; Forrest et al., 2016).
Whilst this research thesis does not investigate in-depth the discussions around the differences
between the western and indigenous worldviews of health, they are recognised as significant to the
obesity healthcare experiences of the indigenous Maori participants in this research. The issues
around providing western-centric healthcare to indigenous populations is linked to poor obesity
related health outcomes (Bell et al., 2017) with a lack of Rongoa Maori included in mainstream NZ
general practice acknowledged (Wikaire et al., 2018). However, for the purposes of this research, the
voices of indigenous participants engaging with the western general practice healthcare context for
obesity management is included while acknowledging the different cultural worldviews that can be
lived. Regardless of which cultural worldview of health is subscribed to, there is still scarce
understanding of the obesity healthcare perspectives of clinicians or Maori health providers in NZ
literature which deserves attention.

Barriers from Client Perspectives

Previous literature from client perspectives has found that barriers are experienced with weight
management in general practice. Clients identified barriers that include obesity stigma and
discrimination, communication difficulties with their health professional, poor clinician/client
relationships, differences in obesity perceptions or definitions, unhelpful advice or healthcare
offered by their clinician, and other health issues taking priority over weight issues (Ananthakumar
et al., 2020; F. Doolan-Noble et al., 2019; Howard et al., 2008; Johnson et al., 2014; Mazza et al.,
2020; Russell & Carryer, 2013). NZ specific client perspective studies identified similar barriers
experienced including communication difficulties, stigma, and unhelpful advice when seeking
healthcare from their general practice clinician (Boulton et al., 2011; Dean et al., 2007; F. Doolan-
Noble et al., 2019; Forrest et al., 2016; Russell & Carryer, 2013). However, only a handful of studies
are from the client perspective in NZ and even less from a rural or an indigenous worldview,
indicating a significant gap of awareness about the obesity health needs and perspectives from
clients in general practice.
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Synthesised Literature

It is important to understand both general practice clinician and client perspectives together to
identify areas of improvement for general practice in its entirety. Previous international literature
and urban general practice based literature has largely explored clinician and client perspectives in
isolation. However, some studies have attempted to synthesise the views of both clinicians and
clients. Barriers identified included clinicians and clients holding different definitions, experiences,
and perceptions of ‘obesity’ (Johnson et al., 2014), communication difficulties, stigma experiences,
as well as tensions around how best to ‘treat’ obesity or deliver weight management healthcare
(Curgenven, 2016; Henderson, 2015; McClinchy et al., 2011; Mold & Forbes, 2013; Ruelaz et al.,
2007) in general practice. However, these studies predominantly operate using a single world view,
such as the clinical definition, or the client’s lived experience of obesity, as well as from either within
or outside general practice context (Johnson et al., 2014). However, other research (Ogden et al.,
2001) highlights the issues with this, whereby any interventions coming from this type of research
will be difficult to be successful or effective as whatever intervention is generated, it will mean that
either the clinician or client will be functioning outside their scope of worldview, and breakdowns
could likely occur. It is important to understand both clinician and client experiences from their
respective worldview in order to identify common ground to build foundations for effective obesity
healthcare (Mold & Forbes, 2013).

Rationale Summary

Obesity in NZ is a significant health risk which may lower quality of life for individuals and
contributes to an unsustainable strain on the national health system. While there are many different
definitions, causes, and impacts of ‘obesity’, there are also weight management options available to
prevent, treat, or reverse obesity. The most vulnerable populations in NZ including indigenous
Maori, rural communities, and those living in high deprivation areas (Ministry of Health, 2021b) have
scarcely received attention in NZ obesity research. Health NZ aligns with the WHO viewpoint which
position obesity as a health risk and position obesity healthcare to be best suited for general practice
to deliver (Ministry of Health, 2017). However, obesity and obesity related comorbidity rates are
rising despite weight management interventions available through general practice. This indicates
that there are potentially significant barriers to effective obesity management in this space.

Previous international literature highlights many barriers in the general practice context, including
raising, discussing, and treating obesity, with rural areas also experiencing locality limitations and
less referral or intervention opportunities. There is only a limited understanding of barriers faced by
the clinicians and clients in rural NZ, despite having a unique NZ cultural make-up, including
indigenous Maori. This thesis is positioned in rural Waikato general practice. The Waikato District
Health Board has a population of over 425,000 and covers 21,000km?, with 41% of the population
residing in rural areas, and 23% of the population identifying as Maori (higher than the national
average of 16%) (Te Whatu Ora Health New Zealand, 2023). Waikato has a large tertiary hospital,
four small rural hospitals and 75 general practices (Te Whatu Ora Health New Zealand, 2023;
University of Waikato, 2022) making this region suitable for exploratory obesity research.

Exploring and investigating the barriers to effective obesity healthcare in rural general practice is
warranted to improve quality of life for individuals, communities, as well as support health
professionals in this general practice context. Reviewing the obesity literature to date, and
understanding the perspectives of clinicians and experiences of clients using obesity healthcare in
rural general practice can assist with understanding any difficulties in this space. Identifying barriers
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experienced and areas of obesity healthcare improvement, can inform best practice policy in the
future to develop effective obesity healthcare for all NZ communities. Exploring and understanding
these rural experiences can assist with advancing rural health, reduce inequities experienced, and
look to reduce the long-term strain on the NZ national health system.

Purpose of Thesis (Aims)

It is expected that there are barriers to effective weight management in general practice given the
previous literature indicating many layers to this health concern, specifically for high-risk
populations. The overarching aim of this research thesis is: to explore the current general practice
obesity interventions available in general practice, and to understand the barriers to, and
experiences with obesity management in rural Waikato general practice from health care
professional and client perspectives to assist in informing best practice for improving obesity
healthcare in the future.

Specifically, this research sets out four areas:
1) What is already known about weight management in NZ general practice.
2) What are the perspectives of Waikato clinicians on obesity and weight management
in their practice.
3) What are the perspectives and experiences of the other rural primary health care
team members with weight management service delivery.
4) What are the experiences of rural clients who access weight management care in

general practice.
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Chapter 2: Methodology
Pragmatist Paradigm

This research embraces a pragmatist paradigm whereby it draws on the most suitable ontological,
epistemological positions and methodological tools for the specific work at hand (Corbetta, 2003;
Kuhn, 1962; Oxford Reference, 2022; Rossman & Wilson, 1985). While some of the studies
conducted fit neatly under a positivist paradigm, others are more aligned to an interpretivist
orientation. The choices made are premised on their utility for the particular research question
being considered, as detailed below.

A pragmatic approach is also adopted in relation to the notion of 'obesity' itself. While there is a
plethora of perspectives on obesity, for the purposes of this research thesis, obesity is recognised to
have both an objective (Hill, 2012; Ministry of Health, 2022b; World Health Organization, 2021a) and
subjective nature (Brewis, 2010; Campos, 2004; Gard & Wright, 2005). The justification for using
different philosophical underpinnings and methodologies is to generate empirically sound findings
for each of this research thesis’ aims. It would be irresponsible, unethical, and inappropriate as a
researcher to investigate a concept in a way that would not produce reputable findings.

Ontology

Ontology refers to a branch of philosophy that is concerned with the nature of reality and the study
of the existence of phenomena (Hoffman & Kumar, 2020; Williams, 2016b). Scientific research, and
social science research, operate with an ontological (or philosophical) worldview that guides all
research in the field, whether consciously or unconsciously (Hoffman & Kumar, 2020; Williams,
2016b). This research uses two ontological standpoints. First, a positivist ontological standpoint
considers there to be one ‘reality’ or ‘truth’ that is measurable, tangible and, overall, observable
(Williams, 2016c). From this perspective, an objective social reality exists that is external to the
individual and operates with the view that there is ‘one truth’ (Williams, 2016c). This ‘truth’ is
measured objectively through empirical quantitative methods. In this research thesis, the positivist
ontology relates to the clinical view of obesity, whereby obesity is a phenomenon that exists
external to the individual, is observable, and is measured using the BMI tool.

Secondly, this research uses an anti-foundationalist ontological standpoint. An anti-foundationalist
perspective considers that no knowledge can be certain nor can be provided with secure
foundations in either pure experiences or reason (Bevir, 2010). This standpoint opposes the ‘one
absolute truth’ and instead, considers there to be ‘multiple truths’ and realities (Curry, 2015; Tariq &
Woodman, 2013) which can be socially constructed and interpreted (Burr, 2015; Corbetta, 2003).
From this perspective, obesity is a subjective phenomenon and the definition of ‘obesity’ depends
on the individual’s personal experiences, which are different to others. For this research thesis, an
anti-foundationalist perspective is utilised for the qualitative interviews, as previous literature has
indicated there to be a vast range of experiences with the phenomenon of ‘obesity’ (Brewis, 2010;
Campos, 2004; Gard & Wright, 2005; Lupton, 2013) demonstrating that there can be multiple
versions of an obesity ‘reality’ or ‘truth’.

Epistemology

Epistemology refers to the study of knowledge and how knowledge, or ‘truth’, is understood and
examined (Cruickshank, 2020; Williams, 2016a). This research used two different epistemologies
which is appropriate for the different aims of each of the studies that comprise this research thesis.
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Firstly, a positivist epistemology is used. The positivist epistemology operates with the perspective
that knowledge is attainable when the researcher and the study ‘object’ are independent, and that
the researcher can study the phenomenon/object without influencing the object (objectivity)
(Corbetta, 2003). For this research, the literature reviews and the quantitative GP survey study are
underpinned with a positivist epistemology, as the researcher is positioned as independent of the
object of study.

Secondly, in contrast to a positivist perspective, this research also uses an interpretivist
epistemology. The interpretivist epistemological standpoint operates with the notion that social
reality cannot be simply ‘observed’ and that it needs to be ‘interpreted’ (Corbetta, 2003; Lewis-Beck
et al., 2004). In this way, an interpretivist view considers there to be multiple realities that can be
explored, and rejects the idea of one single ‘truth’ (Bevir, 2010). This interpretivist epistemology
operates from the assumption that individual’s experience of a phenomenon (in this case ‘obesity’)
is shaped by their history and the social realities they live in (such as social determinants of health,
attitudes, cultural norms) which are different for everyone (Corbetta, 2003). This standpoint also
identifies that research cannot be conducted independent from the researcher as the researcher’s
own worldview, unconscious views, and life experiences can potentially impact the interpretation of
data (Corbetta, 2003). For this research thesis, the qualitative interviews with clinicians and clients
operate with this interpretivist worldview as the researcher is not independent of the ‘object’ being
studied due to the researcher actively participating in the research (through conversation in
interviews and interpreting data from conscious and unconscious viewpoints). Every individual has
different experiences with the phenomenon of ‘obesity’ making an interpretivist epistemology
suitable for the qualitative studies in this research thesis.

Mixed Methods

A mixed method research design, in its most simple theoretical form, is the use of both quantitative
and qualitative research methods in a single study or series of studies (Curry, 2015; Tariq &
Woodman, 2013). While there are different types of mixed method designs, this research uses a
‘mixed method explanatory sequential design’ (Curry, 2015) which consists of two parts. The
guantitative research is conducted first, followed by qualitative research, making up the ‘sequential’
part of this design (lvankova et al., 2006; Tarig & Woodman, 2013). The qualitative section is used to
further elaborate and detail the quantitative study, making up the ‘explanatory’ part of this design
(lvankova et al., 2006; Tariq & Woodman, 2013). The findings from the qualitative data, support and
build upon the findings in the quantitative stage, and both together form a comprehensive view of
the phenomenon studied (Curry, 2015; Ivankova et al., 2006; Tarig & Woodman, 2013). The
gualitative component sets out to answer the ‘why’ or ‘how’ questions generated from the
preceding quantitative research (lvankova et al., 2006; Tarig & Woodman, 2013). For this research
thesis, the first quantitative stage included reviewing the literature (chapters 3 and 4) and a
guantitative survey of GPs (chapter 5). The second qualitative stage included the clinician and client
interviews that explored the ‘why’ to the perspectives found in the GP survey in more depth
(chapters 6-9) (lvankova et al., 2006; Rossman & Wilson, 1985; Teddlie & Tashakkori, 2009).

Rationale for Mixed Methods

Mixed method design is argued to be the most appropriate as it is neither possible, nor desirable, to
combine quantitative and qualitative methods in a study because they represent conflicting ways of
collecting or viewing knowledge and the world (Curry, 2015; Ivankova et al., 2006; Tariq &
Woodman, 2013). Although mixed method research has its challenges, as does any methodology,
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this approach provides a wider range of tools for the researcher to use as opposed to using one
design in isolation. While there are limitations to this method (such as the time-consuming nature
and necessity of multi-disciplinary knowledge skills and expertise) there are also strengths (including
providing opportunities for the exploration of quantitative findings in more detail to understand a
phenomenon more comprehensively) (Curry, 2015; lvankova et al., 2006; Tariq & Woodman, 2013).
Using a mixed method approach enabled the ability to harness the strengths and off-set the
weaknesses of both approaches, which is considered to be especially useful when addressing
complex social and health phenomena, such as ‘obesity’ (Curry, 2015; Tariq & Woodman, 2013) and
increase accuracy of any findings. Further, this research design generated a richer understanding of
obesity healthcare experiences which could better inform best practice for general practice and
improve health services, which was an aim of this research.

Theory

Theoretical perspective and understanding is important for any qualitative research. There a range
of theoretical lens’ that could be applied to the data derived from this research, especially as
‘obesity’ has both objective and subjective definitions in a range of contexts. Due to the variations of
‘obesity’ or ‘weight’ related experiences, multiple theoretical lens’ were considered for use with this
data. Specifically, Edmund Husserl’s phenomenological approach, Erving Goffman’s Stigma theory,
and Henry Tajfel’s Social Identity theory (Edmonds and Kennedy, 2017; Goffman, 1963; Tajfel and
Turner, 1986) were key theoretical considerations. These theories were considered to be most
relevant to what is known about the lived experience with obesity (through previous literature
findings) and could be useful when analysing. However, this research as a whole, had both positivist
and interpretivist approaches and aimed to explore more positivist ‘barriers’ as well as how
participants made sense of their lived experiences with the phenomenon that is ‘obesity’. While this
research thesis could have theorised the data in a number of ways, it was decided in consultation
with the wider research team to not overly theorise the data derived from this research, and
therefore no specific theoretical lens was used. It is acknowledged that by applying a theoretical lens
to this data the findings could be different, which this research thesis recommends for future
research avenues.

Methods

This mixed method explanatory sequential research was conducted in three parts. Each study in this
research thesis used the most suitable methods in line with the specific projects aims. These
methods are detailed in the findings section in each manuscript (chapters 3-9) and will not be
repeated here. However, a brief overview of the methods is offered below. Three studies made up
this overall research project, each researched in a way that is empirically demonstrated to be best
suited to each project’s research aims.

Study 1: Literature Reviews

A comprehensive literature review was conducted to investigate this research thesis’ first aim (to
‘review the current literature of obesity management in NZ general practice’). Due to the subjective
nature of obesity, and the variations of obesity focus areas within the articles found, it was decided
to separate the reviews into one quantitative and one qualitative manuscript to ensure both
perspectives were given adequate attention and no voices were lost or overrun by the other. The
systematic review (chapter 3) embraced a positivist perspective and research process following the
PRISMA guidelines (Moher D, 2009) and the meta-ethnography research process (chapter 4) (Noblit

16



& Hare, 1988) enabled the interpretivist perspective to be appropriately reviewed. Attempting to
combine all data from both perspectives ran the risk of losing the essence of evidence from each
perspective, and instead, when presented together, paint a far more comprehensive overview of the
NZ obesity management situation than either could do when the findings were combined. These
reviews identified that there was little knowledge on the obesity management in general practice in
NZ, or in the Waikato region of NZ. This prompted a further exploration into the views of clinicians
via survey (study 2, chapter 5).

Study 2: GP Survey

Due to limited literature on obesity healthcare, a cross-sectional exploratory questionnaire was
conducted to collect information from GP’s about their perspectives on obesity management in
general practice from across the Waikato region of NZ. This quantitative survey design
complimented this positivist ontological perspective and was determined to be most appropriate for
achieving the aim of this study. This study (chapter 5) addressed aim number 2 of this research (to
‘survey Waikato GP’s to explore their perspectives of obesity healthcare in their practice’). This
project used content analysis (Frey, 2018a), and descriptive statistics (Frey, 2018b), both of which
are considered reliable and valid for this study design. With the small number of questions in the
survey and small sample size impacted by Covid-19 restrictions, a short report was published to best
reflect the findings in an empirical manner (chapter 5). This project identified that a deeper
exploration was warranted into the views and experiences of obesity management from both
clinician and client perspectives, which lead to study 3 (chapters 6-9).

Study 3: Interviews

This study addressed aims three (to 'understand, in-depth the perspectives of healthcare
professionals working in rural general practice about their barriers to and experiences with treating
obesity effectively’) and four (to ‘understand, in-depth the perspectives of rural Waikato general
practice clients and their experiences with, and barriers to, effective weight management’) of this
research. This qualitative approach, from an anti-foundationalist and interpretivist perspective, used
reflexive thematic analysis (RTA) (Braun & Clarke, 2021a). RTA has been identified to enable nuanced
understandings of participants’ experiences (Braun & Clarke, 2021a, 2021b). Semi-structured
interviews were used to elicit the data from participants as this enabled the significant aspects of the
participants’ experience to be identified and interpreted (Adams, 2015). The details of analysis are
highlighted in the method section of each particular study (chapter 6-9). Briefly however, they were
all guided by RTA and utilised a six-step analysis process. This included i) familiarising oneself with
the data (reading and re-reading interview transcripts), ii) coding (collecting all relevant concepts, iii)
generating themes, iv) reviewing themes (with other researchers), v) defining and naming themes,
and vi) writing up (Braun & Clarke, 2006). Whilst semi-structured interviews can be considered
labour intensive and time-consuming they permit rich, contextualised narratives of lived experiences
in a way that surveys do not (Adams, 2015) and were best suited for this project’s research aims.

Obesity is experienced in a variety of ways with stigmatisation in wider social and political contexts
influencing the experience individuals have with obesity healthcare (Brewis, 2014). Therefore, RTAs
ability to understand the individual's experience and also interpret participants’ positions within the
wider social, cultural and political contexts (Braun & Clarke, 2021a) qualifies it for being the best
suited for this part of the research thesis. RTA permitted a nuanced understanding of participants'
experiences with obesity healthcare that is attuned to the ways experience is necessarily shaped by
diverse socio-cultural and contextual matters. While homogenous samples of clinicians and clients
are purposely targeted, it was expected that a range of truths, experiences and realities will be
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present within and between these participant groups. With this understanding, the clinician
interviews were split into two manuscripts so the views of GP’s (chapter 6) and nurse’s (chapter 7)
could be given appropriate and comprehensive attention as the participants operate from different
worldviews, professional roles and experiences when delivering obesity healthcare in their practice.
In addition, the client interviews generated a wealth of knowledge and was split into two
publications to ensure that the voices of participants’ ‘barriers’ with obesity (chapter 8), and the
‘experiences’ with obesity healthcare in general practice (chapter 9) were not minimised.
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Thesis Structure

The following ‘Findings’ Section of this research thesis consists of the seven publications generated
from this research which are outlined below. All chapters have an overview paragraph of each
manuscript for context.

Chapter 3:

Chapter 4:

Chapter 5:

Chapter 6:

Chapter 7:

Chapter 8:

Type: Systematic Review.

Title: Adult obesity management in New Zealand general practice: a review.

Status: Published with Journal of Primary Health Care.

Reference: Norman, K., Chepulis, L., Burrows, L., & Lawrenson, R. (2021). Adult obesity
management in New Zealand general practice: a review. Journal of Primary Health Care.

Type: Meta-Ethnography Review.

Title: Barriers to obesity health care from GP and client perspectives in New Zealand
general practice: A meta-ethnography review.

Status: Published with Obesity Reviews.

Reference: Norman, K., Chepulis, L., Burrows, L., & Lawrenson, R. (2022). Barriers to
obesity health care from GP and client perspectives in New Zealand general practice: A
meta-ethnography review. Obesity Reviews, 23(10), e13495.

Type: GP Short Report.

Title: Waikato GP perspectives on obesity management in general practice: A short
report.

Status: Published with Journal Primary Healthcare.

Reference: Norman, K., Chepulis, L., Campbell, F., Burrows, L., & Lawrenson, R. (2022).
Waikato GP perspectives on obesity management in general practice: a short

report. Journal of Primary Health Care.

Type: Original Qualitative Research.

Title: Barriers to Obesity Healthcare in Rural General Practice from rural Waikato GP
perspectives: a qualitative study.

Status: Published with Australian Journal of Rural Health.

Reference: Norman, K., Burrows, L., Chepulis, L., & Lawrenson, R. (2023). Barriers to
obesity health care in general practice from rural Waikato GP perspectives: A qualitative
study. The Australian journal of rural health, 31(4), 758-769.
https://doi.org/10.1111/ajr.13004

Type: Original Qualitative Research.

Title: “They're all individuals, none of them are on the same boat”: Barriers to Weight
Management in General Practice from the Rural Nurse Perspective

Status: Published with Primary Health Care Research and Development Journal.
Reference: Norman, K., Burrows, L., Chepulis, L., Mullins, H., & Lawrenson, R. (2023).
'They're all individuals, none of them are on the same boat': barriers to weight
management in general practice from the rural nurse perspective. Primary health care
research & development, 24, e50. https://doi.org/10.1017/51463423623000439.

Type: Original Qualitative Research.

Title: Sometimes choices are not made, because we have ‘a’ choice. They’re made
because they are ‘the’ choice”: Barriers to weight management for clients in rural
general practice.
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Chapter 9:

Status: Published with BMC Primary Care.

Reference: Norman, K., Burrows, L., Chepulis, L., & Lawrenson, R. (2022). “Sometimes
choices are not made, because we have ‘a’ choice, they’re made because they are ‘the’
choice”: Barriers to weight management for clients in rural general practice. BMC
Primary Care, 23(1), 1-9.

Type: Original Qualitative Research.

Title: Understanding Weight Management Experiences from Client Perspectives:
Qualitative Exploration in General Practice.

Status: Published with BMC Primary Care.

Reference: Norman, K., Burrows, L., Chepulis, L. et al. Understanding weight
management experiences from patient perspectives: qualitative exploration in general
practice. BMC Prim. Care 24, 45 (2023). https://doi.org/10.1186/s12875-023-01998-7.
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Chapter 3: Systematic Review

Study 1: Quantitative Literature Review

Overview

This research thesis focus is on obesity healthcare interventions in general practice and the barriers
to this healthcare delivery. To gain further understanding of obesity management in this space, it is
important to explore the current methods and interventions that are currently available in this
context. Particularly, the efficacy of these interventions is important to investigate before looking in-
depth at the experiences of clinicians and clients to examine barriers.
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Abstract

Introduction: Obesity is a significant health issue, which leads to further health complications,
increases the strain on the national health system and lowers quality of life. There is scarce
information available on obesity management to guide best practice in primary care, despite 32% of
New Zealand (NZ) adults reported to be obese. Aim: To review obesity management in NZ general
practice. Methods: A review on NZ adult obesity management in primary care was conducted. Six
online databases were searched for peer-reviewed literature. Inclusion criteria was original research,
a NZ adult sample aged 25-64 with BMI >30 (or include >25 BMI participants as well) with weight
loss (kg) as a measurable outcome. Results: Eleven articles were included in this review. Nine studies
reported statistically significant weight loss from baseline, and two studies reported no significant
weight loss from baseline. Three studies used a Kaupapa Maori approach. This review found that
there are effective weight loss interventions available for health professionals to refer to in the
primary care context, however, they vary in strategy and suitability for individual patients.
Discussion: Whilst the interventions did produce weight loss, the results ranged widely from 0.56kg
to 12.1kg, suggesting that more comprehensive interventions are needed for patients, which include
a combination of diet, exercise, behaviour modifications in culturally appropriate ways. Future
research should aim to identify and mitigate potential barriers to obesity management in primary
care, as well as develop comprehensive, multileveled interventions that are effective for the unique
NZ population.

Keywords: Weight loss, obesity intervention, healthcare professionals, primary care, obesity
healthcare.

What is already known: Obesity rates can be reduced through effective weight loss intervention
strategies in general practice. However, minimal information is available to guide best practice for
health professionals with obesity management in NZ.

What this research adds: This paper provides a synthesis review of what is known about obesity
management in NZ primary care to assist with guiding best practice for health professionals in the
effective management of obesity. This review provides evidence that can contribute to effective
obesity healthcare delivery, improve patient’s quality of life, as well as reduce NZ obesity rates and
financial strain on national health system.
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Introduction

Obesity is a significant health issue with New Zealand (NZ) recognised as having the third highest
obesity rate behind America and Mexico (1). Currently 32% of NZ adults classed as obese (1). The
most at-risk populations in NZ are those aged between 25-64, living in high deprivation areas and of
Maori or Pasifika descent (2, 3). Importantly, obesity is a risk factor for several other conditions,
including type 2 diabetes, cardiovascular disease, cancer and reproductive abnormalities (1). Obesity
is a socially discriminated health issue and correlates with psychological disorders such as
depression, anxiety, social isolation as well as identity changes (4-7). Obesity can also cause poor
mobility, often because of joint strain, and collectively these comorbidities can lead to loss of
employment and an overall lower quality of life (8-10). The healthcare costs attributable to obesity
and excess weight were estimated to be $624m in 2006 with this figure expected to increase (11).
The high obesity and, therefore, high comorbidity rates, is causing significant economic strain on the
NZ health system through increased costs of time, resources, healthcare demand, and a loss of
productivity (11-13). This strain is not sustainable and obesity reduction measures are urgently
required.

Reducing obesity rates in NZ is achieved through effective weight management intervention and
prevention strategies (14). The Ministry of Health Clinical Weight Management Guidelines for adults
(15) align with the encouraged international approaches (16-19), which suggest that primary care
professionals are best positioned to measure, monitor, advise, and intervene with their patients’
obesity risk (15, 18). The Ministry of Health advise that effective weight management is achieved
through a combination of food control, physical activity increase and behavioural changes actioned
in culturally appropriate ways (15), however, there are a multitude of psychosocial, cultural,
environmental and economic factors that influence the effectiveness of these weight loss attempts
(20-22). Whilst there are many options for people to attempt to autonomously manage their weight
outside the primary care context (using commercial weight loss programmes such as Weight
Watchers and Jenny Craig, self-determined low-calorie diets such as Ketogenic or Optifast meal
replacements, available over the counter meals, increasing exercise, or self-funded medication),
primary care has been tasked with the job of delivering care for those living with obesity (15).
Weight management is connected to many other health issues that primary care professionals treat
(such as diabetes) and therefore is an integral part of primary care, yet little is understood how best
to deliver this care. Regardless of how individuals engage with weight management, obesity is
recognised as a complex health issue (14) and there is little understood about effective interventions
in NZ primary care.

There is minimal information about effective weight loss interventions, or best practice approaches,
for the unique NZ population in primary care. There are quality overseas reviews that suggest a
combination approach of healthcare professional counselling, meal replacements, commercial
weight loss programmes or pharmacotherapy provides effective intervention (23-26), however,
there is scarce literature on the NZ general practice setting. The purpose of this review is to find out
what is known about obesity intervention in the NZ primary care context, and to report on the
effectiveness of these studies. This review aims to identify knowledge gaps, evaluate the studies
found, and shed light on a significant health issue facing individuals, family / whanau and the NZ
national health system.
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Methods

This review was conducted based on the protocol detailed in the Cochrane Collaboration handbook
for systematic reviews for interventions (27). Due to the complex nature of obesity as a health risk, a
stigmatized health condition, and a major public health issue, a review synthesis of quantitative
literature was adapted to generate a comprehensive understanding of what is known about the
management of obesity in primary healthcare in NZ. Obesity was defined in this review as the clinical
measurement of a patient with a Body Mass Index (BMI) >30, however, overweight participants
were not excluded (BMI >25) as they present a health risk (28).

Inclusion/ Exclusion criteria

Inclusion criterion was: original research focused on weight loss intervention in general practice;
published in English language; with a NZ adult sample aged 25-64 with BMI >30 (or include >25 BMI
participants as well); and have weight loss (kg) as a measurable primary (or secondary) outcome.
Evaluations of weight loss programmes and interventions that also aimed to reduce comorbidities,
such as HbA1c levels for diabetes, were included so long as a change in weight was also measured.
Exclusions included studies that used institutionalised participants, those with mental illness, cancer
or pregnant participants, family / whanau or child / adolescent focused interventions, post-
menopausal women, older (>65) adults only, community-based only interventions, weight
measurement not an outcome, digital/web-only interventions, protocols, or secondary care
interventions.

Outcome measures

The primary outcome measure was difference in body weight (kg) before and after an intervention.
Body weight could be either measured by healthcare professionals or self-reported. Studies were
categorised into short (<12 months) and long term (>12 months), however, intervention times varied
within each group.

Search Strategy

There were six major electronic databases searched for peer-reviewed papers in September 2020:
Scopus, PubMed, Web of Science, Cochrane Reviews, APA Psych Net, and AlterNative between 2000-
2020. Keywords used in the search strategy were variations of ‘food’, ‘weight’, ‘diet’, ‘weight loss’,
‘general practice’, ‘primary care’, ‘general practitioner’, ‘obesity’, ‘overweight’, ‘BMI’, ‘New Zealand’,
and ‘nurse’. AlterNative journal was included to elucidate quality research, give voice to minority
groups, and generate a comprehensive review.

Results

A total of 198 studies were retrieved and screened against the inclusion criteria resulting in 22 full
text articles. From this, 11 were identified for final inclusion in this review (Table 1) (29-39). The
PRISMA flowchart in Figure 1 (40) shows the selection of these articles. Table 1 summarises the
characteristics of the included studies. Table 2 summarises the intervention type, weight loss
outcome and significance of results. Nine studies were found to have statistically significant weight
loss from baseline, and 2 studies found no significant weight loss from baseline.
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Table 1: General Characteristics and results of included studies

Publication | Goal of Intervention | Intervention (design, Length of Number of Participants, recruitment, | Characteristics of | Weight Loss
(Year) duration) Follow up entry criteria participants Outcome
(gender, age) Measure
Sellmanet. | To investigate if a Parallel two-group 12 months n=108 Age range 23-65 Both groups
al (2017) psychosocial randomised Recruitment: eligible participants years 91 female, | lost weight
enhancement of controlled trial were invited to participate through 17 male with a mean of
Green Prescription | comparing Green their general practitioner who had 74 NZ European, | 2.1kg forall
enhances weight Prescription plus Kia prescribed Green Prescription 13 M3aori/ Pacific, | participants.
loss (and other Akina (psychosocial Eligibility: Body mass index >30 21 Other. The
outcomes) support) with Green psychosocial
Prescription alone for enhancement
people with obesity group lost
more weight
than the
control group
(3.6kg vs 0.7kg
respectively)
Simmons To prevent the A pilot study 189 days n= 160 Age: 47 (mean), 5.2 kg mean
et. al (2008) | development of (Vanguard Study) mean Recruitment: through general 34.4% male, weight loss
Type 2 diabetes cohort of 160 practice invitations, media releases Maori
through lifestyle participants were word of mouth through family / participants
change and weight | weighed before and whanau and variety of health
loss. during Maori organisations.
Community Health Eligibility: All members of any family
Worker lead lifestyle including at least one Maori within
intervention same household were eligible.
Mhurchu To evaluate the Randomised, double- | 24 weeks n=250 Age: 48 (mean) 0.56 kg (mean)
et. al (2004) | efficacy of chitosan | blind, placebo- Recruitment: Newspaper 82% women

(medication) for

controlled trial, of

advertisements
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weight loss in
overweight and
obese adults

chitosan
effectiveness. Control
group received
placebo and
intervention group
received 3g
chitosan/day. All
participants received
standardised dietary
and lifestyle advice
for weight loss.

Eligibility: Participants had to be
overweight or obese adults and not
be part of any other clinical trial.

No Ethnic data
collected

Coppell et. | To examine the Convergent mixed 6 months n=157 Age: <70 years After
al (2017) implementation methods design Recruitment: Eligible participants 47.8% female adjustment for
and feasibility of a involving a 6-month identified from practice records and | 31.2% Maori baseline
multilevel primary pragmatic non- invited to participate via letter. measures the
care nurse-led randomised pilot Eligibility: Aged <70 years, with intervention
prediabetes study with a newly diagnosed prediabetes, and group lost a
lifestyle qualitative process Body mass index >25. mean 1.3 kg
intervention evaluation. Control more than the
compared with group received control
current practice on | normal care and
weight and glycated | intervention group
haemoglobin in received primary care
patients with nurse, nutrition
prediabetes. advice, social support
meetings and follow
ups
Wright et. To investigate the Prospective, two-arm, | 6 months n=65 Aged 35-70 Both groups
al (2017) effectiveness of a parallel, superiority Recruitment: Invitations via letters to | years lost weight,
community-based RCT eligible participants from a general 39 female, 26 the
Whole Food- Plant Both groups received practice. male intervention
Based dietary standard medical Eligibility: diagnosed with obesity or | 51 NZ European, | group lost

programme in a

care. Intervention

overweight and at least one of type 2

8 Maori, 6 Other

more than the
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population of New

group additionally

diabetes, ischaemic heart disease,

control group

Zealander’s. attended facilitated hypertension or (12.1kg vs
meetings twice- hypercholesterolaemia. 2.8kg
weekly for 12 weeks, respectively)
and followed a non- with a mean
energy-restricted diet difference
with vitamin B12 between
supplementation. groups of

10.6kg
Cutler et. al | To evaluate the Cohort study design 12 months n=261 Age: 48 (median) | No mean
(2010) outcomes of Intervention included Recruitment: Through general Women only weight loss.

Appetite for Life, a weekly group practices, newspaper advertisement | 9.7% Maori, 0.4% | Mean weight

primary care—based | educational sessions and word of mouth. Pacific and was

healthy lifestyle delivered by trained Eligibility: Overweight/ obese remainder either | maintained.

programme for practice nurse women were eligible as New

women who are facilitators, which Zealand

overweight to included social European or New

achieve long-term support. Zealander.

health gain through

behaviour changes.

Williams et. | To compare the RCT, open label 6 months n=138. Age: 30-86 years | Both groups
al, (2017) uptake and design with Kaupapa Recruitment: Participants were 52 male / 86 lost weight, for
effectiveness of two | Maori approach. Both identified through general female all participants

modes of Green groups received practitioner or practice nurses and 68 Maori, 70 NZ there was a

Prescription Green Prescription invited to participate European. 1.8kg mean

delivery: face-to- exercise programme, Eligibility: diagnosed with type 2 weight loss

face and telephone | one via telephone, diabetes and prescribed Green

among both Maori and the other via Prescription.

and New Zealand face-to-face.

Europeans.

Mcauley et. | To evaluate a Cohort study before 4 months n=31 Age: 41.3 (mean) | Mean weight
al (2003) lifestyle and after lifestyle Recruitment: ‘Snow balling’ 28 female/ 8 loss of 3.1kg
intervention intervention technique / word of mouth. male
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programme aimed
at reducing type 2
diabetes, which is
acceptable to Maori
and which has
objective outcome
measures to
determine the
effectiveness of the
programme.

programme. Diets
were individually
prescribed and based
on each participant’s
usual intake or an
energy

level designed to lead
to gradual and
sustained weight
reduction.

Eligibility: at least one member of
their family / whanau diagnosed with
type 2 diabetes

All identified as
Maori

Krebs et. al, | To compare the Multicentre parallel 12 months n=419 Age : 57.9 (mean) | Both
(2012) effectiveness of (1:1) design, blinded Recruitment: Letter invitations 168 male / 251 intervention
low-fat high-protein | randomised through primary or secondary care female groups
and low-fat high- controlled trial. and community/ media 352 NZ European, | produced
carbohydrate Participants received advertisements Eligibility: diagnosed | 41 Maori, 14 between 2-3kg
dietary advice on intervention of either with type 2 diabetes, aged 30-76 and | Pacific, 21 Other | of weight loss
weight loss, using low-fat high-protein Body mass index >27
group-based diet or low-fat high-
interventions, carbohydrate diet and
among overweight | attended 18 group
people with type 2 | sessions over 12
diabetes. months.
Forrest et. To evaluate the Mixed-method study | 9 weeks n=66 Age: 17-63 years | Weight loss of
al (2016) effectiveness of the | for evaluation: Recruitment: Verbal invitations, old 26 males, 46 | 4.3kg mean for

fat loss intervention
in Maori "The PATU
Aotearoa Hinu
Wero (Fat
Challenge) - a group
exercise initiative
that promotes
physical activity and
focuses on fat loss

explanatory
sequential design
with Kaupapa Maori
approach. Cohort
group attended as
many 30-40 minute
HIIT gym sessions as
they wanted per
week facilitated by

word of mouth, Tikanga Maori
(protocols) were implemented,
including appropriate nga mihi
(introductions) and a collective koha
(gift) provided to the PATU gym. The
latter was provided at the request of
the participants in place of individual
koha. All verbal and written
exchanges between researchers and

females Maori

those that
completed
final weigh in
(33%)
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in order to reduce
obesity in Maori

qualified instructors,
and could attend
nutritional
workshops. A prize
was available for the
one who lost the
most weight as
incentive.

participants were offered in te reo
Maori as well as in English.

Eggleton,
Stewart, &
Kask
(2018)

To investigate the
effectiveness of
Kaupapa Maori
fitness and exercise
programme that
aimed to assist
mainly Maori
adults, to lose
weight.

Cohort study with a
Kaupapa Maori
approach.
Intervention was
participationinal
hour exercise session
at least 3x per week.
Exercise was a Muay
Thai kickboxing
exercise programme
that was developed
with community
involvement.

100 days
(participants
followed for
at least 3
months)

n=93

Recruitment: Through the Ki A Ora
Ngatiwai clinical team and word of
mouth in community

Eligibility: Participants were not
involved in any other exercise or gym
programmes.

Age: 20-49 years
74 were female
89 were Maori

5.2kg mean

weight loss per

100 days
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Table 2: Summarised results from included studies

Publication Intervention Type | Diabetes Factor | Weight Loss P value
(mean)
Sellman et. al Exercise, behaviour | No 2.1kg p=0.03
(2017) change
Simmons et. al Kaupapa Maori, Yes 5.2 kg p <0.001
(2008) behavioural
changes,
education, exercise
Mhurchu et. al Medication No 0.56kg p =0.003
(2004)
Coppell et. al Diet changes, Yes 1.3 kg p <0.001
(2017) social support
Wright et. al Diet changes Yes 10.6kg p <0.0001
(2017)
Cutler et. al (2010) | Lifestyle No No mean weight | p =0.09
behavioural change
changes
Williams et. al, Exercise, social Yes 1.8kg p=0.03
(2017) support
Mecauley et. al Diet and exercise Yes 3.1kg p=0.000
(2003) changes
Krebs et. al, (2012) | Diet changes Yes 2-3kg p <0.001
Forrest et. al Kaupapa Maori, No 4.3kg p <0.001
(2016) Exercise
Eggleton, Stewart, | Kaupapa Maori, No 5.2kg p <0.001
& Kask Exercise

(2018)
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Interventions with Statistically Significant Weight Loss Achieved

Nine studies produced statistically significant weight loss with their respective intervention time
frames. Two studies included a change in diet only (33, 37), 1 used diet changes and social support
(32), 1 used diet and exercise changes (36), 1 used exercise and behavioural changes (29), 3 Maori
approaches used exercise (35, 38, 39) and 1 included a Maori approach with behavioural changes,
food education and exercise (30).

The interventions that involved more than one weight management component (food, exercise,
behavioural changes and culturally appropriate changes) all produced statistically significant weight
loss results. The only interventions with an isolated component for weight loss that produced
significant results was the changes in diet (33, 37).

For Maori, in addition to the exercise, nutrition workshops and behavioural changes (35, 38, 39),
there was a strong cultural component (30) which contributed to the statistically significant weight
loss each intervention produced. The inclusion of whanau (30, 39) and values such as
whanaungatanga (support/ connectedness) (38), pataka matauranga (sharing knowledge that leads
to understanding and responsibility) and manaakitanga (enhancing the integrity of the person) (35)
was integral to the weight loss achievements within these interventions.

Of the included studies in this review, 4 were RCT’s, 3 were cohort designs, 1 was convergent mixed
methods, and 3 were Kaupapa Maori design. Six of the eleven studies included a diabetes
component to their research. Weight loss ranged from no mean change (34) to 10.6kg mean (33).
The intervention timeframe and weight loss measurements from baseline ranged from 9 weeks to
12 months. Three of these studies were long term (measurements taken at baseline and at or over
12 months) and 7 were short term (<12 months).

Six of the eleven studies included a diabetes sample or focus and all produced significant weight loss.
Three studies focused solely on patients with diabetes (30, 35, 37), one on patients with prediabetes
(32), and two with aims to reduce diabetes or heart disease within their samples (33, 36).

Interventions achieving no significant weight loss

Two studies produced statistically insignificant weight loss with their respective timeframes with one
RCT using a medication only intervention (31) and one cohort study using lifestyle behaviour
changes only (34). Neither of these two studies has a diabetes factor included in their design.

Discussion

This review of weight loss interventions in primary care among NZ adults identified only 11 studies,
with very heterogeneous study methodologies and mixed results. This review found that there are
effective weight loss interventions available for patients in the primary care context, however, they
vary in strategy and suitability for individual patients. The options being used include unique
combinations of diet, exercise, behavioural changes in culturally appropriate ways which align with
the Ministry of Health best practice (15). A survey done by Elliot and Hamlin determined that the
odds of losing weight were higher if patients changed both diet and exercise behaviours (17.5) as
opposed to only physical activity (5.2) or only diet (7.2) and culturally appropriate interventions are
vital for Maori and Pasifika populations (41). Yet, none of these studies included all three (or four for
specific culturally tailored interventions) components in their weight loss interventions. Whilst the
interventions did produce weight loss, the results ranged widely from 0.56kg to 12.1kg with variable
follow up times, providing less certainty that the findings are sustainable. These findings suggest that
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more comprehensive approach is needed which includes a combination of diet, exercise, and
behaviour modifications conducted in culturally appropriate ways.

It was unsurprising to find that 6 of the studies in this review used patients with a diabetes diagnosis
(an obesity comorbidity) as weight loss can reduce comorbidity risks (42). The weight loss results
from these studies varied considerably (1.3kg (32) to 12.1kg (33)) and highlights further difficulties to
the weight loss process with the addition of controlling blood sugar levels as well. This suggests that
weight gain prevention (and therefore diabetes prevention) could be more effective as an
intervention due to the more achievable nature of weight management at a less severe obesity level.
When investigating the management and referral of obesity healthcare in a NZ general practice, one
study found that whilst obesity risk factors were being managed appropriately by the general
practitioner (as per Ministry of Health guidelines), earlier identification and referral of high-risk
patients could improve obesity health outcomes (43) and essentially act as an obesity prevention
tactic. Potentially, effective interventions producing greater weight loss results could be better
positioned at the time of a patient’s excess weight gain or identification of a high health risk, but
before the development of a comorbidity. This could enable individuals to reach weight loss and
health goals faster and reduce the additional strain on the health system. Further research is needed
to determine the effectiveness of prevention as intervention for obesity and comorbidities at this
juncture of the patients’ health.

The small number and limited scope of NZ studies found for this review is somewhat surprising given
the high obesity rates in NZ (2), suggesting that there are potential barriers to weight loss in this
primary care context. Obesity is a complex social, environmental, cultural and psychological health
issue (1, 20, 22) that also carries stigma and discrimination in every aspect of life (44). Previous
studies have identified barriers including ineffective conversational strategies, patient’s readiness to
change, system limitations and discrepancies of the general practice role in obesity management
(45-48). Some patients have beliefs that align with pro-obesity, believe that obesity is not a health
concern for them, or are unaware they are classified as obese therefore making intervention
unwarranted (49, 50). These opposing views make obesity management a delicate and complicated
issue for health professionals to deal with in their practice, as obesity is a significant issue both
within and outside the general practice setting. One study identified barriers to be lack of
accessibility to effective interventions for their patients (including culturally appropriate
interventions), stigma associated with obesity, and a lack of training, support or resources around
best practice (46). These barriers could explain the lack of reduction in obesity rates in recent years,
however, further investigation is needed to identify and mitigate barriers to obesity healthcare and
generate support for primary care professionals who are tasked with providing this care effectively.

Primary care professionals are positioned as responsible for intervening with obesity health
concerns (15), yet there is limited information available to inform ‘best practice’ for such an
individualised and complex health issue. Studies from overseas samples have found that medications
(25) very low energy diets and meal replacements (51-53) commercial weight loss programmes (26,
54) and dietitian referral (55) interventions produce positive weight loss outcomes, however, they
also support the necessity for a multileveled intervention approach (23, 56). Previous NZ research is
available for healthcare professionals to refer to, however, the focus is primarily on children,
adolescents, older adults or secondary care (57-60) and does not directly assist with healthcare
professionals best practice options for clients outside these samples. Culturally appropriate
interventions for high-risk populations including Maori and Pasifika are available to be referred to by
healthcare professionals, however, these interventions are predominantly actioned at the
community or family/ whanau level and not primary care (61, 62). One recent study used a
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partnership methodology of an academic university team and a Maori community health provider
who co-designed a lifestyle intervention programme with Maori men and stakeholders of a
community (63). Whilst this methodology utilised a community-based participatory approach, the
intervention was not based in the general practice (or clinical) context, and therefore the role of
general practice became murky and more difficult. Until more definitive NZ literature is produced, it
is reasonable for health professionals to use a combination of weight loss evidence from
international samples, NZ based evidence, and the Ministry of Health guidelines (15) to guide their
practice. Using this available literature is recommended in conjunction with professional medical
advice and tailoring to specific patient needs (including medical, cultural and psychosocial needs) for
effective obesity healthcare delivery.

Like any review, this review is subject to publication bias and time lag. Further limitations were the
inclusion of English language only, exclusion of grey literature and secondary care articles, along with
interventions that had no weight loss outcome measurement. General methodological problems
including participant dropout rates, how many participants complied with interventions, and self-
report bias could potentially skew the reported effectiveness of these interventions. The statistically
significant weight loss found in 9 out of 11 studies was only measured to the respective timeframe of
each study and not checked beyond this for sustainability of effectiveness. Furthermore, diabetes
intervention literature was not purposely searched for, however, due to the integrated nature of
diabetes and obesity some diabetes studies with weight loss measurements came up in the
searches. Whilst including diabetes specific research could generate more studies, the aim of this
review was to understand primary care interventions about NZ adult population without
comorbidities, and therefore diabetes databases were not included.

In conclusion, the current evidence of effective primary care weight loss interventions in a NZ setting
is limited and based on a small number of studies. Nine out of the eleven studies achieved significant
weight loss from their respective interventions, showing promise, however, weight loss not
measured for sustainability long term. The Kaupapa Maori studies achieved similarly significant
weight loss results demonstrating that the inclusion of a cultural component is effective and
important for these populations. However, the current amount of literature is too small to draw firm
conclusions as there is too much heterogeneity in participant populations, theoretical perspectives,
and study designs. Primary care professionals should draw upon the combination approach of
dietary, exercise, and behavioural changes (FAB) for effective obesity interventions in their practice.
Until more research is done in the NZ setting, primary care professionals are recommended to utilise
the international evidence for effective weight loss interventions, whilst also including tailored
health advice that takes into account the medical, cultural and psychosocial needs of the individual
patient. Further research is needed to identify barriers influencing the effectiveness of primary care
obesity interventions in NZ to improve health outcomes, reduce the strain of obesity on the national
health system, and disassociate the obesity health crisis with NZ.
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Chapter 4: Meta-ethnography Review
Study 1: Qualitative Literature Review

Overview

As highlighted in chapter 3, there are weight management interventions available through general
practice in NZ. However, with obesity and its management an individualised experience, it is
important to capture the views of those in this space: the clinicians and the clients. This chapter

provides a novel approach to synthesising clinician and client qualitative literature not conducted in
NZ before.
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Abstract

Obesity is a complex international health concern affecting individual quality of life and contributing
to an unsustainable strain on national health systems. General practice is positioned as best suited
to deliver weight management healthcare, yet, obesity rates remain high suggesting barriers are
experienced within this space. The aim of this review is to synthesise general practitioner and client
perspectives of weight management to identify barriers experienced in New Zealand general
practice. Six databases were searched resulting in eight articles being included in this review. This
interpretive synthesis was guided by principles of meta-ethnography and grounded theory. Four
overarching themes were identified from client and general practitioner perspectives: stigma,
communication, inadequate healthcare (system limitations for general practitioners and lack of
tailored advice for clients) and sociocultural influences. These four barriers were found to be
interdependent, influencing each other outside the general practice context, highlighting the
intersectionality of weight management healthcare barriers and further complicating effective
weight management within general practice. Clients reported wanting tailored, non-stigmatised,
effective weight management healthcare, yet, general practitioners reported being ill-equipped to
provide this due to barriers both within and outside the limits of their practice. General practice
requires more systemic support to deliver effective weight management including public health
campaigns and indigenous health information to reduce health inequities. An appraisal of general
practice being ‘best suited’ to deliver effective weight management healthcare that is culturally
appropriate is urgently required to improve obesity related health outcomes in New Zealand.

Abbreviations

NZ — New Zealand

MOH — Ministry of Health
GP — General Practitioners

BMI — Body Mass Index

45



Introduction

Obesity is a significant health issue with 650 million adults worldwide classed as obese (1) and New
Zealand (NZ) ranked the third most obese nation in the Organisation for Economic Co-operation and
Development (OECD) (2). Obesity is a risk factor for several other physiological and psychological
health conditions (2, 3) which further impact an individual’s health. Obesity and obesity comorbidity
rates are linked to low quality of life (4) and many also draw links between escalating obesity rates
and economic strain on national health systems, such as via healthcare demand and a loss of
productivity (5-8). From a national health system perspective, obesity and obesity related
comorbidity costs in NZ are estimated at $624 million (5). This is recognised as an unsustainable
economic strain (2), resulting in the national health system having a vested interest in providing
effective weight management interventions for those living with obesity. Obesity in NZ is recognised
as a significant equity issue with Indigenous Maori, as well as Pacific and rural populations
experiencing higher obesity rates and poorer health outcomes (9).

Over 34% of NZ adults are classified as obese, with Indigenous Maori and Pacific populations
experiencing 51% and 71% obesity rates respectively (9). Obesity is a significant health issue despite
being considered a preventable and treatable health concern through weight management
interventions within and outside of general practice (10). The Ministry of Health (MOH) positions
general practice healthcare professionals, including general practitioners (GPs) as best suited to
deliver weight management healthcare due to the frequency with which they see their patients
(here after referred to as clients) (11, 12) and their capacity to assess, measure, intervene and
monitor the weight of clients in their practice (10). There are some weight loss interventions
available in NZ general practice (13), however, these are limited in their efficacy (13) and effective
weight management requires a combination of dietary changes, exercise engagement, and
behaviour changes actioned in culturally appropriate ways (13).

Previous literature has highlighted that effectively delivering weight management interventions has
been challenging for GPs (14). Barriers reported in overseas literature include ineffective
communication strategies, differences in perspectives of the role and responsibility of a GP in the
obesity management process, the stigmatisation of obesity in society as well as within the health
system and its associated workforce, the perceived lack of motivation of clients to lose weight, the
normalisation of obesity, social determinants of health, and healthcare system limitations (15-18).
Despite the availability of interventions in NZ general practice, obesity rates are continuing to rise
across all ethnicities in NZ. With obesity regarded as a complex health concern, so too is obesity
management, indicating that potentially, there are unknown barriers to effective weight
management in the NZ general practice space. There is no clear understanding of the barriers faced
by GPs in delivering weight management healthcare to the unique and culturally diverse NZ
population. In addition, effective healthcare for indigenous populations around the world include
the vital component of being culturally appropriate, yet there is limited understanding of obesity
management in general practice from a Maori worldview (19), or from that of other vulnerable
populations including Pacific and rural, despite experiencing significant health inequities and barriers
to healthcare services (20, 21).

While some literature exists in countries that have lower obesity rates and lower strain on national
health systems or economies, there is minimal understanding of weight management healthcare
perspectives in NZ despite being the third most obese nation worldwide. While a limited cadre of
qualitative literature exists on weight management healthcare in general practice from either the GP
or client perspective in NZ, there are no NZ studies that bring these perspectives together. This novel
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study aims to fill this knowledge gap and synthesise GP and client perspectives in an effort to
identify barriers to weight management healthcare in NZ general practice.

Methods

This review was executed in three stages: identification of studies through database searching;
content extraction and critical appraisal; and synthesis of extracted content. Six major electronic
databases were searched for peer-reviewed papers: Scopus; PubMed; Web of Science; APA Psych
Net; Google Scholar and AlterNative with no date restriction. Keywords used in the search strategy
were variations of ‘obesity’, ‘overweight’, ‘obese’, ‘weight’, ‘general practice’, ‘primary care’, ‘GP’,
‘clinician’, ‘doctor’, ‘barrier’, ‘perspective’, ‘attitude’, ‘view’, ‘belief’, ‘experience’, ‘client’, ‘patient’,
‘opinion’ and ‘New Zealand’ with no date restrictions.

Inclusion criteria comprised: original research that focused on the healthcare barriers from
healthcare professionals or client perspectives; based in primary care or general practice; published
in English language; have a NZ adult sample aged 25 — 64; and have a qualitative component. While
the role of nurses in weight management is important and recognised, the focus was on general
practice which includes a multidisciplinary workforce of nurses, doctors, health coaches, health
improvement practitioners and kaiawhena (Maori advocate) in some practices. Therefore, the
search terms 'general practice’ and ‘primary care’ were used as well as ‘GP’ and ‘general
practitioner’. While three papers were identified through this search that included a primary care
nurse perspective, none of these papers met the other criteria for inclusion. Articles were included
(and data extracted) if they had components that addressed barriers to weight management
healthcare in general practice, even if the research was not solely focused on barriers.

This interpretive synthesis was guided by the principles of meta-ethnography (22) and grounded
theory (23) to identify emerging themes. First, each article was read to understand the first order
constructs (participants’ direct quotes and study designs) and re-read multiple times to permit
familiarity with the reported barriers. Second order constructs (authors' interpretations and
identification of barriers) were grouped into themes for reciprocal translation. Analysis was loosely
guided by grounded theory, to enable novel themes from the data to emerge and identify the key
barriers faced by GP and clients in the general practice context.

Results

Figure 1 highlights the literature search process for this study with a total of 8 articles found that fit
the criteria for this review. Four studies were found with a focus on the GP perspective of weight
management healthcare in general practice (24-27). Four studies were found with a client
perspective (28-31), although these were not solely focused on weight management in a general
practice context. One of these four client articles was specific to the indigenous Maori culture of NZ
(Kaupapa Maori design) whereby Maori worldview governs the research (31). Table 1 shows the
details of the included studies in this review.
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Table 3: Studies included in this Review

Paper Aim Methodology Sample Findings Barriers
Gray et. al | To identify Secondary n=36 Weight discussion was initiated by GPs more | Communication
(2018) communication analysis of video | Gender: 20 male, | than clients. Stigma
strategies used by recorded 16 female GPs employed opportunistic strategies twice
(GPs) to open the topic | consultations. Age: 20-89 as often as they used structured strategies
of weight and weight Content and Ethnicity: NZ
management in routine | interactional European, Maori
consultation analysis Pasifika and Asian
conducted in
context of entire
consultation
Swinburn | To assess the attitudes | Qualitative design | n=25 GPs felt comfortable discussing and Time
et. al and perceptions of GPs | and analysis Gender, age, prescribing exercise with and to patients. Resources
(1997) towards the practice of | through ethnicity not Time constraints, resource and training
writing green structured focus specified required for successful implementation.
prescriptions (exercise | groups
intervention)
Claridge To identify GP opinion | Qualitative study | n=12 Five key themes found; What the GP can do; Normalisation of
et. al, on weight using inductive Gender: 7 male, 5 | The roots of the obesity problem; Why the GP | obesity in society
(2014) management thematic analysis | female doesn’t succeed; Primary care interventions; | Client issues
interventions of semi- Age: 31-60 and Bariatric surgery Lack of efficacious
structured Ethnicity: Not interventions
interviews collected Low resource
availability
Stigma
Patel et. To identify why GPs Qualitative design | n=15 GPs prescribed Green Prescription for Time
al, (2011) | counsel for Green using an inductive | Gender: 10 primary preventive (e.g., weight control) and
Prescription and thematic female, 5 male secondary management (e.g., diabetes
examine GPs views and | response from Age: 36-64 management) purposes.
experiences of Green face-to-face Ethnicity: Not Time constraints within the consultation was
Prescription interviews specified identified as a barrier. Green Prescription was
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counselling for the
management of
depression

viewed as beneficial for depression
management

Russell & | To explore ‘Large Descriptive, n=8 Negative stigmatising experiences were Stigma
Carryer Bodied’ Women'’s qualitative Gender: All reported, concerns about feeling ‘safe’ to Sociocultural
(2013) experiences of inquiry with post- | Female access care, participants were reported to be | influences
accessing New structural Age and Ethnicity | aware of their ‘inferior’ positioning in society | Communication
Zealand—based general | feminist lens. not specified that values thinness.
practice services Semi-structured
interviews were
analysed
thematically.
Doolan- To link the weight Qualitative design | n=14 Social consequences of obesity, stigma, Sociocultural
Noble et. | management using semi- Gender: All male | tailored communication was found to be influences
al, (2019) | experiences of these structured Age: Not relevant to primary care experiences. Stigma
men in primary care, interviews and specified Gender- specific healthcare lacking. Communication
with their experiences | coded against Ethnicity: 12
of life in general as big | priori codes. NZ/European, 1
men. Samoan, 1
Tongan
Dean To explore the Nested n=15 Four themes emerged: Tailored Advice
(2007) attitudes and qualitative study | Gender: 6 male, 9 | tailoring of advice given; barriers to physical Internal motivations
subjective experiences | within mixed female activity and psychological limitations; internal | Time
of those who received | methods Age: 43-78 motivators including spiritual benefits; and Sociocultural
Green Prescription approach using Ethnicity: 11 NZ role of significant others Influences
semi-structured European, 4 Environment
interviews and an | Maori
inductive
approach to
identify themes
Forrest To evaluate the Kaupapa Maori n= 13 participants | Maori practices (whakawhanaungatanga) is of | Psychological and
et. al, effectiveness of a 9 mixed methods. and 1 Trainer the upmost importance for success of health physical motivations
(2016) week group exercise Qualitative part interview initiatives Time
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initiative that
promotes

physical activity and
focuses on fat loss in
order to reduce obesity
in Maori.

used for this
review. Online
focus group and
interview with
trainer analysed

Gender/ Age not
detailed for
gualitative
section of study

Sociocultural
influences
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This review found four overarching barriers to weight management healthcare existed from both
client and GP perspectives. Table 2 shows the first and second order constructs that formed the
themes used for reciprocal translation detailed below. The four barrier themes were stigma,
communication, inadequate healthcare (system limitations for GPs and lack of tailored advice for
clients) and sociocultural influences. Whilst these barriers influenced the general practice context in
isolation, they were also found to overlap with each other, highlighting the interconnected nature of
these categorical barriers, creating an interdependent system of barriers to effective obesity
management. The intersectionality of these four barriers on weight management healthcare is
reported below.
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Table 4: First Order Constructs, Reciprocal Translation of Second Order Constructs and

Themes

anything that will expose my imperfect body or
go to the utmost extreme lengths...smears and
all that exposing type thing unless I really have
to. Probably it’s due to the fact of how many
bad times I've had with people that | just don’t
feel comfortable...you’re constantly looking for
responses. (Loreen) (28)

healthcare appointments
due to previous humiliating
experiences and negatively
‘labelled’ in and out of
general practice (28, 29)

First Order Constructs Second Order Constructs Theme
Client
[Assumption]it’s that lazy thing, that you're Weight bias experiences Stigma
greedy, gutsy, stupid. (Angela) (28) (e.g. negative insults and
humour, negative body
You’re always sweating away when. . .everyone | language, dismissal, unmet
else is sort of sitting around relatively needs) (28)
comfortable. . .and you think, oh god this is not
good, . . .so there’s that sort of social
embarrassment. (Participant 4) (29)
I choose not to go for certain things. | will avoid | Avoidance of future Stigma

We know what needs to be done we just don’t
know how it’s going to be done. (Participant 7)
(29)

If you aren’t going to listen to me, then why
should I listen to you? (Angela) (28)

They don’t give you a lot to resolve the issue if
you desire. | have asked several times for
assistance with my weight issue and haven’t
really been given the solution or tools that |
need to help with that. | think they are too
scared to approach it and don’t know how to
approach it without being negative or
scaremongering. (Selina) (28)

Lack of effective or clear
communication within the
GP- client relationship or
not feeling ‘heard’ by their
health professional (28, 29)

Communication

It got to the point that everything about you
was your weight. Whether you were sick,
whether you went in for something like an
infection on your leg — everything was about the
weight. (Angela) (28)

Selectively disclosing health
concerns to avoid their
concerns being ‘dismissed’
by GP as being ‘weight
focused’ (28)

Communication
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They don’t come up with any b****y great Unsatisfactory and Inadequate
ideas with what | can do about it, they, you unhelpful advice received Healthcare
know they have a bit of a moan and away you from GPs (29)

go. Mmm. (Participant 9) (29)

Just don’t see the medical part of the person, of | Lack of tailored gender Inadequate
course that’s what you are there for, but you’ve | specific advice, ‘holistic’, Healthcare

got to see the whole person first before you see
what you’re trying to ‘fix’, because a lot of its
combined | reckon, well it’s all combined really.
(Monica) (28)

cultural/ spiritual or social
support advice relevant to
the individual (29-31)

Being involved with you and the Green
Prescription made me somewhere along the line
pull myself together, mind body and soul, so |
healed fast. (Christine, 51 years, rural Maori)
(30)

[Barriers were] Put it off tomorrow, all the usual
ones. It’s too cold, it’s too wet. (Kevin, 71 years,
rural European) (30)

No barriers except my own mental state... can’t
be bothered today, I’m not going to. (Margaret)
(30)

Barriers to physical activity
such as weather, physical
environment, time, health
and psychological
limitations (30)

Sociocultural
Influences

I think that personal responsibility

Difficult to make healthy

Sociocultural

ultimately,. . .you are responsible for your body, | food choices in an Influences
that is the bottom line. However, the way that obesogenic environment
you think about what you put in your mouth that makes (unhealthy)
is . . .influenced by all sorts of messages that food ‘quicker and easier’ to
you get from the environment around you. access (31)
(Participant 13) (29)
Physically | was up to it; mentally | wasn’t. | fell
off about four weeks into the Hinu Wero mainly
because | think grabbing stuff to eat was too
easy and | suffered mentally as it got easier to
eat all kinds of food. It was hard to get back into
routine. (P1, male, 44) (31)
GPs
If we can control the, the sugar levels and your | Avoiding stigma during Stigma
weight we, er, could actually control that blood | consultation to avoid
pressure too. (DS-GP20-01) (25) negative reactions from
patient or damage GP-
Our practice is predominantly Ma ori and client relationship (25)
there’s this issue of whakama~, or shame
around being seen to be unhealthy and
overweight. (GP 8) (24)
Being obese has a whole lot of medical Utilising the clinical Stigma

implications. It’s got tons of social implications

relevance of obesity to not
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but it’s the medical ones that we tend to. We
are on safe ground | suppose with medical
implications. (GP 2) (24)

offend their client and
avoid stigmatisation (25)

[Opportunistic discussion] It’s been a few years
since we checked for glucose f- for diabetes and
you know with you being overweight we ought
to maybe review that again. (TS-GP03-12) (25)

Structured conversation
tactics more difficult to use
than opportunistic
conversation tactics during
GP-client discussions (25)

Communication

Using indirect language: Now, s- some people
manage to control the diabetes just by doing
very good exercise and by eating a very healthy
diet. (DS-GP24-03. GP) (25)

Open ended and neutral question used by GP:
Weight wise where do you think you’re at? (25)

Challenging to have weight
management conversations
which are constructively
progressed, no single ‘best
way’ for discussion (25)

Communication

Medication Intervention: | do use it a bit, but GPs general lack of faith in Inadequate
very uncommonly now. | find them all pretty the efficacy of primary care | Healthcare
useless... we’ve all been through them all over interventions, no
the years. (GP 6) (24) unanimous intervention
identified as ‘successful’
| say to patients ‘exercise has got many, many (24)
health benefits’. | think compared to the
appropriate dietary changes, it’s pretty lousy as
a weight loss intervention. (GP 11) (24)
[Lack of] Time! Because patients generally have | Time constraints, system Inadequate
quite complex problems and multiple problems. | barriers (lack of resources Healthcare

(GP 7) (27)

It’s either publicly you don’t fit the very
restrictive criteria, or privately you don’t have
the money to go [for bariatric surgery]. (GP 3)
(24)

for GPs) (24, 26, 27)

They [clients] had visitors from their family who
told them to change their doctor because ‘since
you’ve been seeing that doctor you don’t look
well’ and that their perception was that losing
weight was equated with sickness. (GP 3) (24)

Overweight is seen as
‘normal’ in society
(therefore not needing
‘treatment’) (24)

Sociocultural
Influences

Poorer areas don’t have the same number of
sports and recreation facilities as more affluent
areas. And yet we know the obesity epidemic is
worse in poorer areas. (GP 8) (24)

Physically they’re doing well. It’s these other
areas like the mental and the social and | think
that as a trainer if we can train ourselves within
these areas then we can work with the whénau
in areas that they are lacking (31)

Obesity driven by both
societal and individual
factors (outside GP context)
such as obesogenic
environment and rooted in
client’s personal issues (24)

Sociocultural
Influences
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Stigma

Clients reported experiencing obesity stigma both within and outside of the general practice context.
In some cases, stigma reported outside the general practice context (29) seeped in to healthcare
interactions. The latter was perceived as a barrier to accessing further healthcare in general as well
as weight management (28). Being obese was associated with feelings of social embarrassment,
shame, or being perceived as having additional character flaws such as being lazy or stupid (28).
Other stigma examples included use of inappropriate humour from physicians, verbal insults,
negative body language, breaches of dignity and unmet healthcare needs (due to their obesity status
and active avoidance at stigma inducing situations) (28, 29).

GPs reported an awareness of obesity stigma and positioned the latter as a barrier to providing
effective weight management in their practice (31). GPs actively attempted to avoid stigma in their
consultations in an effort to not offend their client or create an imbalance in the doctor—client
relationship (25). Whilst stigma avoidance was reported to be important, achieving this was difficult
and specific conversational tactics were used. These included the use of clinical relevance as safe or
neutral conversational territory (24) to justify bringing up a client’s weight during consultation (25)
and framing obesity as a non-discriminatory health concern affecting blood pressure or risk of
diabetes from sugar levels in the blood (25). These stigma avoidance techniques reportedly helped
create constructive conversations that potentially led to health improvement while avoiding
negative reactions from the client (25).

Communication

Clients reported a range of communication barriers between them and their health care provider.
These included: difficulties in raising the topic of weight with their GP, inappropriate (29)
terminology used by their GP, unsatisfactory advice given about how to manage their weight (29) or
not being advised about useful strategies or tools to manage their weight (28), inappropriate style of
communication from their GP, not feeling ‘heard’ by their GP or having their health concerns
dismissed as related to their excess weight (28). Some clients reported negative experiences and
stigma with communication in general practice (29) as well as the need for sensitivity and culturally
appropriate weight management advice, especially for Maori clients (31). These communication
barriers led to some clients purposefully disclosing only selected health concerns (28) to their GP to
avoid communication focused solely around their weight.

GPs also reported communication as a barrier to providing effective weight management healthcare
in their practice. Raising the delicate topic of weight management (25), discussing intervention
options with the client, framing the clinical relevance of why weight is being raised, and avoiding
stigmatisation when asking questions were all factors that were found to be challenging (24, 25).
Opportunistic conversation tactics were used twice as often as structured tactics and useful
discourse was positioned as questions that were neutral, indirect, or open-ended (25). Highlighting
the clinical relevance of weight management was suggested as being an effective technique during
discussions (25) and helped with GPs avoidance of offending their client (24, 25).

Inadequate Healthcare (Client: Lack of Tailored Advice / GP: System Limitations)

Clients reported a lack of appropriate tailored advice as a barrier to effective weight management.
Some clients expressed that they wanted clear straight forward weight management help from their
GPs (29). Yet, the advice they received was inadequate, unsatisfactory, unhelpful (29), not culturally
appropriate (31), nor directly relevant to their individual needs (30), which negatively impacted their
experiences with weight management interventions. A failure to consider health ‘holistically’ (with
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the inclusion of cultural and spiritual components) (31), to attend to gender specific weight
management issues (29) and tailor advice to the challenges facing individual clients was reported to
impact the likelihood of clients adhering to exercise in any lifestyle intervention (30, 31).

GPs reported that system limitations acted as a barrier for providing effective weight management
healthcare as the systems in place were inadequate for their clients' needs. GPs expressed a desire
to want to provide help with weight management to their clients, but they lacked faith in the
available general practice weight interventions with some options described as ‘useless’ or ‘pretty
lousy’ (24). Barriers included low resource availability, lack of efficacious interventions, wide
variations of interventions, lack of comprehensive training, and ranging opinions of the national
weight management guidelines and bariatric surgery options (24, 26). Time constraints were
reported to be a significant barrier to referring their clients to the Green Prescription (exercise
intervention) (26, 27) whereby GPs expressed that they see clients with a range of complex
problems leaving minimal time for weight management to be addressed (27).

Sociocultural Influences

Those living with obesity reported that sociocultural factors acted as barriers to adhering to chosen
weight management programmes. Adhering to healthy lifestyle options was found to be
psychologically challenging, and influenced by a range of environmental factors, cues, or triggers
(29). Specific barriers to physical activity engagement were reported to include individual factors
(such as time, physical health or psychological limitations) and external factors (weather, facilities)
(30). Additionally, a lack of time management and routine also acted as a barrier to healthy decision
making, whereby the ability to access unhealthy food quickly was ‘too’ convenient (31). Cultural
values were crucial for effective weight management, specifically for the Maori population (31) as
well as one Pacifica client reportedly wanting to avoid social contexts to avoid their family
commenting about their excess weight (29). Overall, the reasons for adherence and non-adherence
were found to be individualised, complex, and outside of the general practice context that offered
the weight management health ‘intervention’.

GPs also reported that sociocultural factors outside the general practice context acted as barriers to
providing effective weight management healthcare. These barriers included the links between
obesity and poverty, perception of clients cultural ‘norms’ whereby weight loss was associated with
illness (24), or social pressures whereby some of their clients lived in sociocultural contexts that
perceived obesity to be associated with concepts of ‘shame’ (24). GPs reported an overall sense of
disempowerment with regards to their ability to carry out their role effectively when it came to
obesity management in sociocultural contexts where ‘obesity’ was viewed as ‘normal’ (24).

Intersectionality of Barriers

These four barriers were found to act interdependently highlighting the intersectionality of these
categorical barriers. This includes the interconnectedness of stigma and communication, stigma and
sociocultural influences, communication and inadequate healthcare, as well as sociocultural
influences and inadequate healthcare. This intersection of barriers makes effective weight
management more difficult for GPs to deliver. This synthesis explains the how these barriers were
found to interact and impact negatively on weight management healthcare in NZ general practice.

Communication was found to influence, and be influenced by, stigma and inadequate healthcare
barriers. Whilst obesity stigma is experienced in a variety of ways throughout many facets of an
individual’s life (32), the subjective or constructed nature of the ‘obesity’ definition (33) and the
embodiment of an ‘obese identity’ (34) can also vary in different sociocultural contexts, which,
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further complicates the GPs role when consulting a variety of clients daily. Stigma avoidance
behaviour consequently causes communication breakdowns, whereby, GPs are receiving limited
health information from their clients, which, increases the likelihood of unmet healthcare needs for
clients. There is a need to remove stigma stemming from ‘obesity’ in the general practice context
which can then ensure open, honest communication between the client and their GP, which will
contribute to making sure all healthcare needs are met.

Sociocultural factors outside the general practice were found to influence, and be influenced by,
stigma and inadequate healthcare barriers. GPs and clients reported that the efficacy of the weight
management interventions available in general practice (10) was influenced by other factors such as
the obesogenic environment (35) and sociocultural norms, including Maori cultural worldview for
participants who identified as Maori (31, 36, 37). Sociocultural norms and stigma dictate how
‘obesity’ is constructed and ‘managed’ (33, 36) within different populations. This intersection of
barriers to obesity management is unique to each individual which further limits the efficacy of the
minimal and non-tailored interventions available for GPs to refer their clients to. This
intersectionality of obesity (38), when combined with the western sociocultural norm of ‘political
correctness’ (39) makes, at this point in history, ‘best practice’ for GPs complex with their need to
provide weight management healthcare whilst simultaneously avoiding stigma or damaging their
therapeutic relationships. Whilst GPs are well versed in the biomedical knowledge of obesity, and
clients are well aware of the social determinants of health impacting their weight management,
improving health literacy for both GPs and clients would be beneficial for general practice. There is a
need for clients to be informed that GPs addressing weight in consultations is a regular part of a
health check-up and GPs need to be systemically supported in avoiding stigma and cultural offence
when addressing health care needs in general practice contexts.

Discussion

This study synthesised the barriers to weight management healthcare in general practice from GP
and client perspectives in NZ. Four overarching barriers were identified: stigma, communication,
inadequate healthcare (system limitations/ lack of tailored advice), and sociocultural influences. It
was surprising to find that both GPs and clients experienced similar barriers, indicating that there is
some shared ground between these different groups. These barriers align with previous
international literature which also identifies multi-levelled barriers to weight management in general
practice, including stigma, communication, clinical and non-clinical factors, and sociocultural norms
(16, 37, 40-43). This review also shed light on the intersectionality of obesity management barriers,
with four barriers also acting interdependently outside general practice further adding to the
complicated web of barriers GPs are faced with. This intersectionality factor was a novel finding for
this NZ review, although it is not surprising given the World Health Organization and MoH consensus
that obesity and weight management care is complex and multifactorial (1, 2). Overall, this review
found that clients sought tailored, non-stigmatised, effective weight management healthcare, but,
GPs reported being ill-equipped to provide this due to barriers both within and outside the limits of
their practice.

This review found that the perspective on ‘obesity’ differed between GPs and clients. Whilst
attempting to find a unanimous definition of ‘obesity’ that covers objective and subjective
perspectives seems near impossible, there is potential to find some common ground within the
general practice context. Similar to the previous smoking cessation health campaigns seen in NZ
(44), setting the expectation that weight management will be addressed in every consultation could
assist desensitizing the weight discussion, creating an emotionally and culturally safe environment
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for the client, and minimise the risk of clients not disclosing a complete picture of their health to
their GP, therefore avoiding further health issues.

Due to the multi-levelled nature of obesity, this campaign would benefit from including systemic
support for GPs that incorporates education on appropriate conversational styles to use during
weight management discussions. This would also assist with reclaiming the obesity discourse within
the general practice context as a clinical health concern free from stigma or offence, which is also
relevant for other countries experiencing the same barriers. Systemic support would also need to
include culturally appropriate understandings so that both indigenous and non-indigenous
populations will benefit. In addition, GPs could be supported to expand the weight discussions
beyond the clinical definitions demarcated by the Body Mass Index (BMlI) to find common ground
with their clients who do not subscribe to this arguably flawed BMI tool (45, 46). This could include
discussions around intersectionality of obesity and potential social determinants of health the client
might be experiencing that are impacting effective weight management strategies. With over 10
million adult GP consultations every year in NZ alone (47), restructuring and normalising weight
discussions within this context could lead to less stigma experiences, more effective communication,
increased health outcomes for clients and increase the effectiveness of weight management
healthcare in general practices worldwide (47).

This review found significant system and interactional barriers to weight management care. Time
constraints, lack of effective interventions and resources, communication breakdowns and obesity
stigma made the role of the GP difficult, which aligned with previous literature (14-16) and indicates
the NZ population experience similar barriers to those faced overseas. The pervasiveness of the
barriers found in this study was unexpected and suggests that the orientation of general practice as
best positioned for weight management care be appraised. With similar barriers experienced from
both GP and client perspectives, there is an ability to mitigate these in the future as there is already
a level of shared difficulties.

This study highlights that further resources are needed to support GPs both within and outside their
practice to provide effective weight management healthcare, otherwise any attempts to help their
clients would be futile. Public health campaigns, culturally appropriate understandings of weight
management, along with increased quality of intervention and referral options available within
general practice would assist with mitigating some of these barriers. Culturally specific barriers
within and outside general practice would also need to be addressed for any future health
improvements to be effective. There was no Pacific Island, and only one indigenous Maori study that
was eligible for inclusion in this review, despite being reported as high-risk populations for obesity.
This lack of literature further highlights the health inequities that need to be urgently addressed so
general practice can provide appropriate and effective obesity related healthcare to those in most
need.

Like any review, this study is subject to publication bias and time lag. Further limitations are the
inclusion of English only, exclusion of grey literature and secondary care. Surprisingly, there were
only 8 articles found to fit the criterion for this review (with one indigenous focused Kaupapa Maori
article and no Pacific literature) despite NZ’s significant obesity health issue (2). The heterogeneous
nature of the studies in this made synthesis difficult. Although qualitative research cannot be
generalised, the authors of these articles draw on empirical methodologies, and whilst the study size
was small and samples varied, it enabled an examination of each study's contexts, which is a
strength of meta-ethnography (48).
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This review sought to identify and synthesise GP and client perspectives of barriers to obesity
management in general practice. This review found four key barriers (stigma, communication,
inadequate healthcare, and sociocultural influences) that interdependently impacted the efficacy of
weight management in general practice. Clients reported wanting effective weight management
advice, but GPs reported an inability to provide effective options. Mitigating these barriers is
possible as both groups experienced similar barriers within the general practice context. More
resources, support and training is needed for both GP and clients with regards to weight
management. Clients could be better informed about the health related issue obesity is in the
general practice context, and GPs could benefit from understanding the more sociocultural ‘lived’
experience of obesity, as well as reducing stigma through public health campaigns. An appraisal of
general practice being ‘best suited’ to deliver weight management healthcare is suggested, as this
study found this concept questionable.

New Zealand is currently embarked on major health reforms which include an emphasis on reducing
inequity for our high needs populations and a greater focus on health promotion and prevention.
This review demonstrates the opportunities for general practice to develop further innovative
programs including the involvement of the whole primary care team and with a focus on culturally
appropriate programs for Maori and Pacific clients as well as tailored programs to suit the needs of
rural clients.
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Chapter 5: General Practitioner Short Report
Study 2: Survey

Overview

This chapter reports the results of a GP quantitative survey that was part of this mixed methods
sequential explanatory research design. This survey extends on the findings from the first two review
manuscripts (chapter 3 and 4) and is used to explore the views of GP’s about weight management in
general practice. The findings from this short survey prelude and guide the qualitative interviews in
the following chapters.
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Abstract

Introduction: Obesity is a multifaceted clinical and public health issue affecting over 34% of New
Zealand adults. The Ministry of Health has positioned general practice as the best-suited location for
addressing the health effects of obesity. Previous literature has identified barriers to the delivery of
effective obesity management in general practice. Aim: To explore Waikato GP perspectives to
determine areas for improving the care of adults with weight problems. Methods: A short
exploratory questionnaire was used to collect data from 29 GPs across the Waikato region.
Descriptive statistics and content analysis were used. Results: The majority of GPs reported: they
would wait for their patient to raise the issue of their weight; would offer weight advice themselves
as a first option before considering referral; did not view general practice as best suited in tackling
the obesity epidemic; and utilised bariatric surgery as a referral option while noting the inequities in
access. Discussion: The survey identified barriers to discussing weight with patients and in finding
effective treatment options. Psychosocial and sociocultural aspects were recognised as contributing
factors to obesity, but not highlighted as available treatment options. Bariatric surgery was reported
as a viable option for treatment but with barriers to access in the public system. This study found
strong trends and themes which identify an urgent need for further exploration into weight
management pathways in New Zealand.

Keywords: General Practice, Obesity, Weight Management, Inequity, Healthcare, Perspective,
Opinion, Primary Care

What is already known: The rising obesity, and obesity comorbidity rates are causing significant
strain on the New Zealand health system. GPs experience barriers to discussing, referring and
treating the stigmatised and complex health issue of obesity in their limited time with patients.

What this research adds: GPs generally only raise the issue of weight management with selected
patients and seem to have limited pathways for referral available to them. Two thirds of GPs do not
regard general practice as the best location for addressing the obesity epidemic. Weight
management is regarded as a shared responsibility requiring input from the Government and wider
society as well as focussing on individual needs. GPs expressed that there is access inequity with
bariatric surgery predominantly being an option for ‘wealthy’ patients.

Introduction

Obesity is a significant health issue worldwide with New Zealand (NZ) ranked the 3rd most obese
nation in the OECD (1, 2). Obesity prevalence in NZ adults is 34.3%, with indigenous Maori
population at 50.8% and Pacific at 71.3% (3). Obesity is a complex health concern, with a myriad of
contributing factors, many of which are outside the bounds of general practice (4-7). However,
obesity is reversible and preventable through a combination of dietary, exercise, and behavioural
changes actioned in culturally appropriate ways (8). The Ministry of Health (MOH) positions primary
care and general practice as best-suited to deliver weight management due to their frequent contact
with patients and their ability to ‘monitor, assess, manage and maintain’ their patients weight and
obesity risk (8).

Obesity rates are reportedly rising in recent decades (9), suggesting that potentially the current
weight management model is ineffective. Given the known equity gap, finding effective approaches
for reducing obesity for Maori and Pacific people should be a priority. Previous literature has
highlighted that GPs experience difficulties in the ‘delicate’ discussion of weight, often utilising
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opportunistic strategies in their practice (10). Barriers experienced included a lack of effective
interventions, limited resource availability and obesity stigma (11). Bariatric surgery has mixed
reviews with some GPs expressing the positive life-changing effects it has on some patients through
weight loss and reduction of obesity comorbidities. However, other GPs consider this a drastic
option that fails to deal with the root cause of the patient’s obesity (11).

The current NZ model generally allocates GPs 15 minutes for a patient consult. Improved pathways
to effective weight management are needed to help general practice deal with the obesity epidemic
and its associated health impact on their patients given the limited time and resources they have at
their disposal. The aim of this study was to explore GP perspectives of four areas to obesity
management in Waikato general practice to help focus on areas for improving the care of adults
with weight problems.

Methods

This study utilised a cross-sectional design. A questionnaire consisting of four multi-choice questions,
each with a free text comment box, for participants to elaborate on why they chose their answers,
was provided.

Participants

Participants were recruited in one of two ways. First, a small article and electronic link to participate
in a Survey Monkey questionnaire was published in the Waikato District Health Board (WDHB) June
2021 newsletter. This was emailed to 494 GPs across the Waikato region and 17 participant
responses were collected. Second, paper copies of the same questionnaire were handed out to all
(n=18) GP attendees of an annual monthly Waikato GP meeting in Hamilton in July 2021, with 12
responses collected. No demographic data was collected.

Survey Development

The questionnaire consisted of four questions addressing GPs perspective on: deciding to raise
weight in a consultation; preferred option to treating; their perspective on whether obesity
management is a general practice issue; and their use of bariatric surgery. Due to obesity being such
a complex and multi-levelled issue (1), a comment box was included for all questions so participants
could elaborate on their experiences for qualitative analysis. This questionnaire was designed in
collaboration with the Waikato DHB GP Liaison team. Descriptive statistics were used to analyse the
quantitative data (12) and content analysis (13) was used for the qualitative comments. Ethical
approval was granted by the University of Waikato Human Research Ethics Committee reference
HREC2020#38.

Results

Table 1 details the Survey Questionnaire multiple choice results. Table 2 offers a selection of
participant free text comment quotes, which, combined with the other quotes detailed in the
sections below, form the findings of this study.

67



Table 5: Participant Responses to Survey Question One

Question 1: Susan is a 25 - 64 year old female who has a BMI over Participant | Participant

35 and no significant comorbidities. If Susan visited you for another | responses Response

health matter- would you: (n=29) (%)

(A) Initiate a conversation about her weight 9 31.0

(B) Only discuss this topic if the patient asked for help 20 69.0

Total 29 100

Question 2: When offering weight management advice to a patient, | Participant | Participant

how would you offer this intervention to the patient? Would you: Responses | Response
(n=29) (%)

(A) Offer this weight management advice yourself 24 82.8

(B) Refer the patient to the practice nurse 2 6.9

(C) Refer the patient to an outside agency or service? (e.g. 3 10.3

commercial weight loss programme)

Total 29 100

Question 3: Do you believe tackling the obesity epidemic is a Participant | Participant

responsibility for general practice (as suggested by the Ministry of Responses | Response

Health Clinical Weight Management Guidelines)? (n=29) (%)

Yes 10 34.5

No 18 62.1

Participant who circled Yes and No (paper copy) 1 3.4

Total 29 100

Question 4: Have you referred a patient for bariatric surgery in the | Participant | Participant

last 2 years? Responses | Response
(n=29) (%)

Yes 22 75.9

No 6 20.7

Skipped Question 1 3.4

Total 29 100

If so, was the outcome successful and weight loss achieved?

Yes 13 45.0

Partially 5 17.2

No 3 10.3

N/A 7 24.1

Skipped Question 1 3.4

Total 29 100
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Table 6: Selection of Participant Free-Text Comment Box Quotes

Question 1

“Only if there was time- weight issues require a lot of time to discuss” (Participant 12)

“I will talk weight with people | know. Been stung too many times raising this sensitive issue with
strangers” (Participant 21)

“Depends entirely on what the other health matter are, e.g. if the presenting issue was weight
related e.g. blood pressure, knee pain, diabetes, then | would discuss weight. But if she came in
with stress/depression/anxiety then | would be unlikely to raise the issue of weight” (Participant
14)

Question 2

“Practice nurses are the best people. Nurse can refer the patient to outside agency or services”
(Participant 28)

Question 3

“Patients should be made aware of obesity risks and should be educated on basic healthy lifestyle
without having to see GP. Awareness campaigns need to be at population level. Treating obesity
and supporting weight loss can be initiated by GP but ideally needs intensive follow-up. Very time-
consuming, not possible in current rural practice setting” (Participant 03)

“I feel that general practice is already overwhelmed with everything else. It is too extensive to be
just our responsibility. It needs involvement in various other places” (Participant 15)

Question 4

“Helpful but not financially accessible for many people” (Participant 17)

“The referral has not yet been successful. If people can pay (most can't) private is an option. But
through the hospital, referring seems hopeless.” (Participant 06)
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Comment Analysis
Question One

The majority of GPs (69%) reported that weight discussion was case dependant and would speak
about weight if their patient asked (Table 1). Discussion of weight was reported as a “very tricky
topic to introduce” (Participant 16) as there was a high “risk of causing offense” (Participant 07)
which was positioned as something to avoid in their role as a GP. A lack of time available in the
consultation, the quality of the GP-patient relationship, and how relevant weight was to the
presenting health issue were all noted as factors in their decision.

Question Two

Whilst the majority (82.8%) of GPs indicated they would offer weight management themselves
(Table 1), many commented that this was case dependant and “depends on what patient wants”
(Participant 25) or the patients “needs, finances, [and] motivation” (Participant 06). Many
participants highlighted that offering weight management advice was the first option ‘of many’ used
and that referring patients was preferable for obesity management. Nine GPs positioned nurses as a
common referral option as they have “more time and more resources to offer patient” (Participant
12).

Question Three

The majority (62.1%) of GPs did not believe tackling the obesity epidemic was their responsibility
(Table 1). Obesity was positioned as a “multifactorial problem with multifaceted management”
(Participant 18) needs. Whilst weight management was noted to have a place in general practice and
with “all healthcare professionals” (Participant 26), with a “shared” (Participant 29) responsibility. It
is “a combined effort strategy” (Participant 14) with patients, general practice, “fast food control
labelling” (Participant 29), “primary health care and public health” (Participant 09) and national
policy all having a responsibility.

Question Four

Most GPs (75.9%) reported referring a participant for bariatric surgery in the last two years (Table 1).
Perspectives of the effectiveness of this intervention strategy varied. There was a significant theme
of ‘caution’ towards the long-term success of the surgery by some participants and that it is “good,
but needs lifelong commitment” (Participant 22). With “limited availability via public funding”
(Participant 15) the surgery was commonly positioned as “largely an option for the wealthy”
(Participant 14) whereby those who could fund the surgery personally or afford health insurance
received the surgery.

Discussion

This study contributes new information to the GP perspectives of obesity healthcare situated in
general practice warranting further exploration. The majority of GPs reported they would wait for
their patient to raise the issue of their weight, would offer weight advice themselves as a first option
before considering referral, did not view general practice as best suited in tackling the obesity
epidemic, and utilised bariatric surgery as a referral option while noting the inequities in access.

Difficulties in discussing weight, options for referral and treatment were identified barriers to
effective weight management in general practice, which supports similar studies in NZ (10, 11).
Psychological and sociocultural factors have been recognised as contributing aspects to obesity
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development (14-17), yet surprisingly, there was a lack of comments on how addressing these might
facilitate discussion, referral or treatment options. One GP (Participant 14) specifically indicated that
depression and anxiety would be a barrier to raising the issue of weight with a patient while
physiological health concerns such as blood pressure or joint pain were more likely to trigger a
discussion. Culturally appropriate healthcare is crucial for positive health changes, specifically with
Maori and Pacific patients. However, this was not highlighted as a utilised referral option by these
participants (18). Referrals to counsellors, psychologists or M3ori/Pacific healthcare providers are
effective obesity treatment options that were not recognised or were overlooked in this survey.

Bariatric surgery was found to be primarily an option for ‘wealthy’ patients indicating an additional
layer to the inequity in access to this effective treatment. Recent literature has highlighted that in
one area of NZ, Maori and Pacific populations are less likely to receive bariatric surgery compared
with other ethnic groups, despite experiencing higher obesity (19). Whilst there have been recent
discussions about best practice moving forward regarding Maori nutrition (20, 21), and identification
of ethnic disparities across the board for publicly funded surgery (19, 22), there is evidence that
obesity is a major health concern for all New Zealander’s (1, 3, 23) and that solutions are urgently
needed. Those living in socioeconomically deprived areas reportedly are 1.6 times more likely to be
obese in NZ (3), and yet there are financial barriers in accessing this treatment suggesting an equity
issue that needs to be addressed.

This study had a small sample size with no demographic data collected from participants. Whilst the
findings cannot be generalised, the aim was to briefly explore GPs views and identify if more
research is warranted in this context. The complex nature of obesity healthcare was stressed by
these GPs. Many barriers are experienced in general practice and from the participant’s perspectives
effective treatment options are limited. Overall, this exploratory study found more guidance seems
to be needed in how and when to raise the issue of obesity with patients and there is a need for a
wider and more diverse availability of referral options, a better understanding of the resources
needed to achieve effective weight loss and an examination of the inequities apparent in the access
to bariatric surgery.
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Chapter 6: General Practitioner Interviews

Study 3: General Practitioner In-depth Qualitative Interviews

Overview

As highlighted in chapters 3 and 4, obesity is a complex health issue and ‘treating’ obesity can be a
difficult task. Chapter 5 identified the potential for many barriers to delivering obesity healthcare
within the general practice space and therefore, a more in-depth exploration of GP’s and other
clinician’s views was warranted. This chapter shares the GP’s perspective of the perceived barriers to
effective weight management within their practice.

74



Title: Barriers to Obesity Healthcare in General Practice from rural Waikato GP perspectives: a
gualitative study.

Authors: Kimberley Norman, Lynne Chepulis, Lisette Burrows, and Ross Lawrenson

Disclosure Statement

This research was supported by the Waikato District Health Board Research Trust.

Author Contributions

KN involved with conceptualisation; investigation; methodology; project administration; data
curation; formal analysis; writing original draft; writing review and editing. Lisette Burrows involved
with; conceptualising; methodology; formal analysis; supervision; writing and reviewing. Lynne
Chepulis involved with conceptualisation; methodology; supervision; writing review and editing.
Ross Lawrenson involved with; funding acquisition; conceptualisation; methodology; supervision;
writing review and editing.

Acknowledgements

We would like to thank the participants who volunteered their time for this research and Waikato
District Health Board for funding this project.

No conflicts of interests

Data Accessibility Statement

The datasets generated and analysed during the current study are not publicly available due to the
small rural geographical location where data was collected and the potential for identifying
participants. The datasets are available from the corresponding author on reasonable request.

75



Abstract

Objective: Over 34% of New Zealand (NZ) adults are obese, which reduces quality of life for many
individuals. Those living in rural areas, high deprivation communities, and indigenous Maori
populations are more likely to experience obesity and related comorbidities than other cohorts.
General practice is positioned as most suitable to deliver effective weight management healthcare,
however, little is understood about the rural general practitioner (GP) experience in NZ, despite
having the majority of patients at high risk of developing obesity. The aim of this study was to
investigate rural GP perspectives on barriers to delivering weight management.

Design: Qualitative descriptive design guided by Braun and Clarke (2006) using semi-structured
interviews and analysed using deductive reflexive thematic approach.

Setting: Rural Waikato general practice which has significant rural, Maori and high-deprivation
communities.

Participants: Six rural Waikato GPs.

Results: Three significant themes were identified: communication barriers, rural healthcare barriers,
and social and cultural barriers. GPs reported not wanting to jeopardize the doctor-patient
relationship by discussing weight. GPs felt unsupported by the health system through lack of rurally
appropriate obesity intervention options, funding and resources. The unique rural lifestyle and
health needs were reportedly not understood at wider health system level, making the role of a rural
GP working in high-deprivation communities more difficult. Additional barriers to delivering effective
weight management included factors outside the clinical practice such as obesity stigma, an
obesogenic environment and sociocultural factors shaping rural patients’ lives.

Conclusion: Rural GPs have a lack of weight management referral options that are considered
effective for their patients, as the options available reportedly do not cater for their patients unique
rural health needs. GPs position addressing the individualised and complex weight management
health issue as challenging. Navigating stigma, wider sociocultural issues, and limited intervention
options were difficult and found to be questionable to achieve in a short 15-minute consult. There is
a need for rural health support in the form of funding, staff (indigenous and non-indigenous), and
rurally feasible resources to improve health outcomes and reduce inequity. Effective primary care
weight management strategies need to be appropriate for high deprivation rural communities,
including tailored, affordable and reliable interventions that GPs can offer patients if future weight
management efforts are to be successful in this space.

What is already known:

- Obesity is a complex multi-layered health issue for rural communities who already
experience barriers to accessing healthcare, less resources than urban areas and healthcare
inequities.

- Weight management is positioned to be best delivered in primary care, however despite
weight management interventions available, obesity rates are increasing, suggesting there
might be barriers to delivering obesity healthcare to rural patients.

- GP actioned weight management strategies in primary care are only one aspect of effective
weight management (which generally deals with low and medium risk clients). There is also
a specialist or secondary care approach (which addresses those at risk of serious negative
health outcomes or premature death) and public health approach (which takes a population
approach to reducing obesity where small changes to large numbers of people can have
more significant impact than a large change in a small number of population).
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What this paper adds:

- Rural GPs experience difficulties to providing adequate obesity healthcare through
communication barriers, rural healthcare barriers, and factors outside the scope of general
practice such as stigma and social determinants of health their patients experience.

- Rural GPs feel unsupported by their own health system through lack of support, funding,
staff (indigenous and non-indigenous), resources or rurally feasible weight management
intervention options to refer their patients to.

- Rural GPs working in high deprivation communities have been given little attention in weight
management contexts in NZ despite having significant proportions of patients with or at risk
of developing obesity. This study sheds light on the difficulties experienced and areas for
improvement.

Introduction

Obesity is a significant health concern worldwide, with New Zealand (NZ) ranked the third most
obese nation in the Organisation for Economic Co-operation and Development (OECD) (1) with 34%
of NZ adults classed as obese (51% for indigenous Maori) (2). Obesity rates have continued to
increase in recent history, with over 55% of the global rise in obesity reported to be from rural
regions (from 1985-2017) (3). In NZ, rural communities and indigenous Maori reportedly experience
higher obesity rates than their urban and non-Maori counterparts, and those living in the most
deprived communities are 1.6 times more likely to be obese (2, 3). The most recent health survey
(2002-2003) reported that rural females were more likely to be overweight or obese than urban
females, while there was minimal difference between rural and urban males (4). However, despite
there being no updated rural specific obesity prevalence figure, it is likely that the obesity rate has
increased. As shown in more recent reports, many rural areas in NZ are classified as high-deprivation
(2018) (5) and the 2020/2021 NZ health survey highlighted the overall adult obesity rate increased
from 31.2% to 34.3 % in one year (6). Currently, one of the greatest impacts on rural health is
obesity and its related physical (cardiovascular disease, type 2 diabetes and some cancers) and
psychosocial (depression, social isolation, anxiety, body dissatisfaction and poor self-esteem)
complications (6, 7). Rural areas are reported to experience more challenges with accessing primary
healthcare than urban areas, with barriers such as rural geographical location, socioeconomic
deprivation, transport, telecommunications and price of healthcare all contributing to the risk of
obesity development (8). With over 600,000 people living in rural NZ (9), obesity is a significant
health issue that is considered an epidemic (10) which is putting significant time, resource, and
financial strain on the NZ health system.

Te Whatu Ora Health NZ (national health system) position primary healthcare professionals,
specifically GPs, as best suited to deliver obesity healthcare in NZ due to the frequency in which they
see their patients over long periods of time (11). Similar to other countries guidelines, including
Australia, United Kingdom, Canada, and America (12-15), NZ GPs have support from the Clinical
Guidelines for Weight Management in NZ adults (11) which outline best processes for delivery of
obesity healthcare. This includes protocols for monitoring, assessing, managing, and maintaining
weight as well as weight management strategies that can be referred to through general practice
(11). Weight management strategies include evidence based dietary advice, very low calorie diets,
meal replacements programmes, exercise programmes, commercial weight loss groups (such as
Weight Watchers), tele-health or mobile programmes, weight loss medication or in significant cases
bariatric surgery (11, 16-18) which is similar to other high-income countries (12-15). Obesity
management strategies and their effectiveness in primary care have been explored previously,
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suggesting that a combination of dietary control, exercise engagement, and behavioural changes
actioned in culturally appropriate ways are positioned as ‘best practice’ (19). However, obesity is a
complex health issue with a myriad of contributing factors, including social determinants of health,
psychological health, sociocultural norms and political climates that shape individual lives (8, 20, 21).
Identifying the appropriate weight management strategy that suits a patient is a complicated task as
one weight management strategy ‘does not fit all’.

While some previous literature has looked at the GPs perspective of weight management in primary
care both overseas (22-29), and even less in NZ (30-33), these are predominantly in urban based
practices with only a few including a small representation of rural GPs. Rural, high deprivation and
indigenous groups (considered high-risk populations) have been given little attention in NZ, despite
NZ increasing obesity rates. Perceived barriers to obesity healthcare in general practice are
ineffective conversational strategies, stigmatisation of obesity, the extent of a GPs role or
responsibility with obesity management, and system limitations (22, 23, 26, 30, 31). Some rural-only
based Australian studies indicated that GPs experience communication difficulties when discussing
weight in general practice and face challenges when delivering obesity healthcare (34, 35). However,
there is limited understanding of the weight management barriers faced by rural GPs in NZ,
specifically, in the rural Waikato region which has a significant Maori population (36). While the
Clinical Guidelines for Weight Management (CGWM) in adults (11) indicates that GPs are positioned
as best suited to manage obesity in their clinical practice, obesity is still a major health concern
indicating there could be barriers within this space hindering weight management efforts. The
national healthcare costs linked to obesity (and related comorbidities) were reportedly estimated at
upwards of $620 million, which is unsustainable for the current healthcare system (6, 37). Successful
weight management is essential to reduce both obesity and comorbidity rates as well as improve
quality of life for patients, and reduce health inequity between non-Maori and Maori populations in
NZ. Research is needed in this area to identify barriers for GPs, improve quality of life for individuals
with obesity, and reduce the strain on the health system.

Aim: The aim of this study was to investigate GP perspectives on obesity healthcare within rural
Waikato general practices to identify any perceived barriers to, and experiences with, effective
weight management interventions.

Method

Setting

This project focused on rural general practices in the Waikato region as demarcated by the Waikato
District Health Board (DHB) and high-deprivation was classified as per NZ socioeconomic deprivation
profile (5). The Waikato DHB has a population of over 425,000 and covers 21,000km?, with 41% of
the population residing in rural areas, and 23% of the population identifying as Maori (higher than
the national average of 16%) (36). Waikato has a large tertiary hospital, four small rural hospitals and
75 general practices (36, 38) making this region suitable for exploratory obesity research. The
definition of ‘rural’ has notably been a contested issue with some defining ‘rural’ using empirical
data and descriptive driven methods, with others using socio-cultural driven methods (39, 40). For
the purposes of this study, rural is defined as per the Geographical Classification of Health, which
incorporates both data-driven and heuristic understandings of rural using a five-level rurality
classification for health purposes (41).
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Design

This study aimed to look in-depth at GP experiences and perspectives with weight management in
rural general practice and therefore a qualitative descriptive design was most suitable as it enables a
direct understanding of phenomenon from a range of health science contexts, including general
practice (42, 43). The design was guided by Braun and Clarke qualitative research, specifically a
deductive approach to thematic analysis (44, 45).

Participant Recruitment

Participant criteria consisted of currently, or having been, a practicing rural Waikato GP (as per the
Waikato DHB boundary). Recruitment was carried out by sending a research information sheet and
consent form detailing the study and what was expected from the participant to ten (out of 33 rural)
general practices across the Waikato region via email. These general practices were purposefully
selected to ensure a range of geographic and demographic features. Only ten practices were invited
to minimise any extra burden and responsibility on an already strained rural GPs workforce through
the COVID-19 pandemic. Practices who did not respond were followed up with an email one week
later and a phone call two weeks later inviting them to participate. From these ten practices, six
volunteered to take part in the study. Recruitment occurred during COVID-19 (May-August 2021)
where the healthcare professionals were extremely busy. Participants included one female, one
Maori GP and four NZ European male GPs and practices were located in six different rural towns and
highlighted in Table 1 Below.

Table 1 Participant Demographics

Demographic Participants (n)
Female 1
Male 5
Maori 1
Non-Maori 5

Data Collection

Once initial contact was made, any questions or concerns responded to by the researcher, and the
participant had agreed to participate, a suitable interview time and location was arranged at the

79



convenience of the participant. The interviewing female researcher (Author 1) (who had
comprehensive experience and training in qualitative interviewing) travelled to participants to
minimise logistical barriers (46). Sites for interviews included rural general practices (3), local library
(1) or via zoom (2) due to COVID-19 lockdown restrictions. Cultural considerations were
accommodated by including time and space for prayer, karakia [Maori prayer], introductions, or
other appropriate meeting opening/closing. At the time of the interview, the interviewer explained
her background, reasons for the research and built rapport and relationships with participants.
Participants were reminded of their rights to stop, pause, or withdraw from the study at any time.
Once consent forms were signed and permission to audio record was granted, the interview
commenced. Participants were given a $30 voucher in recognition of their time.

Semi-structured interview questions were used to elicit data and field notes taken by researcher and
guided from Braun and Clarke qualitative analysis (44, 45). These questions were open ended and
whilst the interviews were guided by a set of questions, participants were able to take the
conversation in directions that were relevant to them and their experiences. All interviews used an
interview guide (designed by the multi-disciplinary research team Authors 1-4) which included
questions such as: ‘please tell me about your experience with delivering obesity or weight
management healthcare in your practice?’, ‘could you please tell me about any barriers you have
experienced with obesity healthcare in your practice?’, ‘from your perspective, please tell me about
what you think is needed for effective weight management in general practice?’. All participants
were encouraged to speak about their experience for as long as they wanted to. Interviews lasted
between 25 to 60 minutes and were audio recorded for later verbatim transcription. Participants
were thanked for their participation, offered to review transcripts (no participants did), and the
interview was closed.

Analysis

Guided by Braun and Clarke (44, 45) a deductive approach to reflexive thematic analysis was used,
whereby the coding and theme development were directed by the existing concept of ‘barriers’ (47).
Transcripts were printed out, read, and re-read for immersion in the data by two researchers
(Authors 1 and 2). Passages of text were highlighted for any form of ‘barrier’ expressed in the
discourse. These passages were labelled as a type of barrier, and these labels became the codes. All
codes were listed out, with any double ups, redundant or irelevant removed. These codes were
checked and used to form the six initial themes which were formed in collaboration discussion with
all researchers (Authors 1-4). All transcipts were revisited to check these themes were evident in the
data. While data saturation is positioned as subjective and situated (48), this analysis continued until
the two researchers (Authors 1 and 2) agreed no new themes were identifiable in the data. From
this, a total of three over-arching themes were found to be significant in participants’ narratives.

A COREQ checklist was used to guide qualitative reporting. Ethical approval was granted by the
University of Waikato Human Research Ethics Committee reference HREC2020#38.

Findings

Three significant barriers were found in this study; Communication Barriers, Rural Healthcare
Barriers, and Social and Cultural Barriers.
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Communication Barriers

Obesity was recognised to be a stigmatised health concern with GPs suggesting that raising the
weight management topic with their patients ran the risk of causing offense. Whilst there are “lots
of ways that you can address weight measurement” (Participant 04), GPs reported a sense of
caution, sometimes being “too frightened” (Participant 05) or too “uncomfortable about talking
about weight” (Participant 01). As one GP described it:

“I do think there is the murkiness of offending somebody, but also those health concerns
makes it a trickier thing to do, particularly in the general practice model” (Participant 06)

These rural GPs were often the only or one of a few GPs servicing the local rural areas and
highlighted that maintaining positive relationships was crucial for best practice. As expressed by one
GP:

“I think that relationship is one of the real keys to general practice. It's different from hospital
medicine, where people come in there might be seeing anyone” (Participant 03)

How to approach the topic of weight management was “incredibly important” (Participant 04). Using
appropriate non-accusatory and non-blaming language in the discussion was positioned as
important to not jeopardize the therapeutic relationship. The risk of causing offense was described
by one GP as:

“not something you want to do if you want to maintain a relationship with a patient”
(Participant 05).

GPs found linking weight management discussions to disease management was a useful way to
‘justify’ broaching the subject with their patients to avoid perceived stigma. Raising or discussing the
topic of weight was reported to be commonly linked to diabetes management, avoiding extra
medication or comorbidities, cardiovascular risk screening (Participant 03) and wellness checks
(Participant 04).

For these GPs, discussing health risks were positioned as a key part of their professional role to
improve their patients health, however, when to raise the topic of weight management was
described as difficult. As highlighted by one GP:

“You do have to bring it up. But it's often better that they bring it up than you bring it up. But
you still- it still has to be addressed. So at some point, you need to talk about it. And | mean,
it's a bit like smoking, you have to bring it up, even though you both know it's there. You
actually have to say it. Because if you don't say it, then you're not going to make any
progress in it” (Participant 02)
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GPs reported obesity to be a multileveled concern, with weight management linked to
multiple layers of a patients overall health, which as described by one GP, can take time to
address over multiple consultations:

“[Weight] needs to be a conversation over about probably at least four if not 20 consults
before you actually really dive into what's going on” (Participant 06)

Rural Healthcare Barriers

GPs reported many barriers to effective weight management that were related to rural locality and
difficulties in accessing obesity healthcare. While a lack of funding, staff and resources were
highlighted by all participants as key barriers, a further hinderance was rural location, as indicated by
one GP:

“Rurally of course there are a lot less facilities than urban” (Participant 05)

One GP highlighted that their rural practice is “not really looking to the District Health Board” for
assistance because the help would not be useful, as their town is “quite a distance from anywhere”
(Participant 03). While another GP noted the distance and lack of funding was a barrier:

“[There is] not a lot of support from the district health board around it. The money is not
there” (Participant 05)

Accessing healthcare staff rurally for weight management was noted to have reduced in their rural
areas, as highlighted by two GPs:

“But the services have got cut right back so we don't have that now- the district nurses.”
(Participant 03)

“Actual nutritionists or dietitians, were very, very rare coming out from [main town] and they
would come as far as [next main town]” (Participant 05)

Dietitians were positioned as a useful referral option, however, again, there was a “lack of access to
trained dietetics” (Participant 06). Limited availability for GPs to access a dietitian rurally was also
noted by two GPs:

“We can't refer to a dietitian, just because people want to lose weight. | mean, those dietary
services, dieticians just aren’t available” (Participant 02)

“It would be great to get a dietitian [to be available]” (Participant 03)

Other weight management options including CGWM, commercial ‘Weight Watcher’ programmes,
medication and bariatric surgery were positioned as useful for some patients. However, GPs
reported that commercial support groups were not available in their local rural town, medication
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had multiple side effects, and the cost associated with many options exceeded their patients
financial ability. Nutritional guidelines were positioned as available, however, any dietary advice the
GP gave their patient directly was described as “rudimentary stuff” (Participant 02) and usually it was
generalised as “simple dietary advice” (Participant 02).

One GP highlighted the difficulties in giving effective dietary advice in a consult when the patient
was dealing with co-morbidities (commonly seen with obesity) that had contradicting nutritional
recommendations:

“All of our food guidelines are conflicting because they're disease specific, almost like ‘here's
the guidelines for diabetes, here’s the guidelines for cardiovascular, here is the guideline for
gout’. And so we're telling them to eat green leafy vegetables and we telling them not to eat
brassicas, and the patient's going well, f**k it I’ll go have some KFC because I'm feeling bad,
because | failed again. You know, we have a bad day and we go and eat some chocolate
because it makes us feel better. And the cardiologist telling you, you're going to die because
your heart attack and the rheumatologist telling you your gout is bad because you're eating
broccoli, but you're eating the broccoli to try and get your diabetes under control. You just
'ahhh'” (Participant 06)

One GP expressed bariatric surgery to be the “ambulance at the bottom of a cliff” and a “completely
inefficient way to deal with it [obesity]” (Participant 02). Surgery was viewed positively for certain
“motivated” (Participant 02) patients whereby they can get surgery and “come off half the
medications” (Participant 06) thereby improving health outcomes. However, some GPs also
recognised the complexities of obesity and that surgery was sometimes used as “quick fix and
doesn't fix the underlying problems” (Participant 06). As one GP described:

“a lot goes with it [psychologically], you don't just get the surgery to get better” (Participant
03).

The psychological element of obesity was stressed as a significant barrier by some GPs. One
participant described some patients having “a real addiction for sugar” (Participant 03), while
another noted “trauma” or “some kind of childhood abuse” (Participant 04) as underlying
contributors to unhealthy eating behaviours.

One GP highlighted there were minimal weight management referral options in primary care that
included the psychological component. Further to this, the main available option was not located
rurally, causing additional barriers for the GP to deliver effective weight management care:

“The only referral option that we have is the adult weight management clinic, which was is at
[nearest city] hospital, which is multidisciplinary, and involves psychologists as well, because
of course, there is a whole psychological component of weight loss, which is massive”
(Participant 04)

Due to the lack of indigenous and non-indigenous staff, resources and funding, the role of a rural GP
was positioned as varied and comprehensive. Weight management was identified to need
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comprehensive attention with accessible and effective referral options available for their rural
patients. As one participant described:

“And in fact, as clinicians, we're the only ones who really can sort out the medication. So that
has to be a priority for us. And the health and wellness stuff really needs to move into an
area where it can be done more effectively with longer periods of time. At a rate at which
that person can engage as well. So not 10 minutes. You know, it's not useful to [just] tell
somebody that they've got to lose weight” (Participant 04)

GPs expressed that rural living and rural lifestyles were not understood by the health system. These
rural GPs had many patients living in high-deprivation households and any weight management
options they were eligible for, they had difficulty accessing. This caused difficulties for rural GPs to
improve patient health when resources were not suitable for some of their rural patients, as
described by one GP:

“I think there's absolutely no knowledge of rural healthcare needs at all levels of the system
other than rural. So certainly not at the Ministry level very little at the DHB or PHO level even.
And | think that hospital services don't really, really get what an issue it is. For people who
don't have a car, don't have a rego [registration] on their car. Don't have any bus service or
train service have little cell phone cover, or internet cover. And somehow or another they've
got to get to hospital appointment once a week” (Participant 04)

Another GP detailed that working rurally came with challenges whereby: “rurally, we've had pretty
much no access to any other resources” and that the available treatment options “doesn't really
work, rurally” (Participant 04).

Social and Cultural Barriers

GPs expressed significant awareness at the social and cultural aspects that can act as barriers to
effective weight management. GPs stressed that it was difficult to find effective weight management
strategies for their patients when they lived in obesogenic environments, with high concentration of
fast food outlets (Participant 06), only one green grocer and one (or no) gym facility (Participant 02).
One GP highlighted that commercial marketing tactics made the theoretical ‘healthy eating’ advice
he gave more difficult for patients to achieve in practice:

“I guess the manufacturers have discovered if you put that amount [of sugar] in, you're
gonna sell it better” (Participant 03)

Social determinants of health were also identified to play a significant role in managing weight.
Patient’s lifestyle, employment type, family ‘norms’, learned behaviours, and national policies were
all barriers to obesity healthcare, as described by three GPs:

“The long distance, lorry drivers and people like that, who just are sitting on the bottom all
day. And so junk food is easy thing to eat. And exercise becomes an impossible thing to do
too. There’s just so many big components” (Participant 04)
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“If your family is brought up on takeaway foods all the time then. It’s difficult to break out of
it [takeaway cycle behaviour]” (Participant 05)

“That’s before we even get into the widening inequalities and socio-economic stuff that
drives the cause of [obesity]. You know, the price of food, the price of housing and all the rest
of the underlying causes, which health isn’t even set up to deal with” (Participant 06)

The normalisation of obesity was reported to act as a barrier whereby patients would not identify as
being ‘obese’, making the GPs role of delivering weight management advice difficult. As one GP
indicated:

“our society’s perception of what's normal is actually been distorted” (Participant 02)

Cultural aspects were highlighted to be significant to the effectiveness of weight management,
particularly for indigenous populations. GPs acknowledged that there were potential power
imbalances that could act as barriers to providing effective weight management healthcare to their
patients. Avoiding stigmatising or judgemental language or treatment was crucial to maintain a
strong GP-patient relationship, particularly with non-Maori GPs and Maori patients. This included
self-awareness of their own non-Maori culture and ‘thin privilege’ as detailed by two GPs:

“If you're tangata whenua [indigenous people of the land], and you're very overweight, and
you've got multiple health issues and poverty issues, you're gonna find it much harder to take
advice from my skinny white [doctor] aren’t you really” (Participant 04)

“I'm conscious I'm the skinny Pakeha and I'm trying to advise a lot of our patients [who] are
overweight and Maori, and so, especially Mdaori community here, and there's a lot. | think for
some of these people, what authority do | have to say anything? How would | understand? If
you're on a low-income level, and you're buying the sort of foods you're buying for your
family [which] aren’t always the healthiest. I'm conscious of not wanting to come across as
being judgmental” (Participant 03)

One GP highlighted that having a lack of Maori healthcare professionals available in their rural town
was a barrier in the past, particularly for his Maori patients seeking healthcare. However now, they
have a “trusted” Maori community member who grew up in their rural town (as opposed to a visiting
healthcare worker) which was “a huge advantage” (Participant 03) for strong relationship building,
knowledge sharing, and improving health outcomes with their Maori communities.

Lack of public health awareness or education aspects to obesity healthcare also hindered the work
of these GPs. One participant stressed that “we need a public health campaign” about healthy
lifestyles, but “without ostracizing people” (Participant 06).

Another GP stressed the need for:

85



“Recognizing all the different components that impact upon weight, including spiritual,
mental, physical health, and financial and social well-being, education, health literacy”
(Participant 04)

One GP described that “we probably need to look at a different way of trying to get the message
across” (Participant 02) in a way that is relevant to the participant. Language that is culturally
specific was also identified as useful for improving health outcomes.

Overall, GPs expressed feelings of being “completely unsupported!” (Participant 04) when delivering
weight management healthcare in rural general practice. Taking into account the nuanced
communication difficulties, rural healthcare issues and social and cultural contexts to navigate which
are outside the scope of general practice, one GP summed it up as there is:

“no way that that's manageable by a GP [alone]” (Participant 04)

Discussion

This study explored rural GPs experiences with barriers to weight management healthcare delivery
in primary care and identified three major themes: communication barriers, rural healthcare
barriers, and social and cultural barriers.

The communication barriers found in this study were predominantly orientated around the notion of
maintaining positive therapeutic relationships with patients. This was associated with by not
offending patients due to the stigmatised nature of obesity. These findings share similarities with
previous literature both urban practice based (22, 24) and rural practice based (34, 35) which
identify barriers to include time constraints, avoiding offensive or stigmatising language, and the
need to not jeopardise the therapeutic relationship. However, this study found additional barriers to
communication that extend previous literature. The GPs in this research were working in rural and
often high-deprivation communities, with large proportions of indigenous communities. The GPs
were found to be sensitive to the potential power imbalances that could hinder health
improvements and actively worked to minimise this threat to the therapeutic relationship with
patients. While the concept of power imbalances is not a new phenomenon (49), this research
extends this knowledge and demonstrates that the multi-layered nature of power imbalances is
evident with weight management in the rural primary care context. These GPs were aware of socio-
economic and cultural power differences (specifically with Maori patient and non-Maori GP) during
their consultations and attempted to minimise these for their patients. However, effectively
addressing potential power imbalances in addition to the complex nature of weight management
(which is different for every patient) within a short 15-minute consultation is a questionable task for
GPs to achieve, supporting previous literature (23).

Rural healthcare barriers included a lack of funding, staff shortages, lack of indigenous health
professionals, lack of weight management resources in rural communities, lack of effective referral
options, and a strong sense of little support for GPs working in high-deprivation rural communities.
These findings are understandable given the current health staff shortage in NZ currently impacting
urban and rural practices (50, 51). These findings support previous similar rural health literature
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which indicates access barriers due to geographical location, less funding or resources are present
(9, 46, 52). However, the GPs in this study offered a novel perspective to rural healthcare where (for
weight management) they are working within a different environmental and resource climate than
that of urban practices, a concept with was reportedly not understood by the wider national health
system. High-deprivation communities often are dealing with multi-levelled determinants of health,
which can impact obesity (20, 53-56) including psychological factors (21, 57, 58) making effective
weight management more difficult for a GP to deliver. Previous literature has suggested that
addressing psychological, behavioural and spiritual health (specifically in indigenous populations)
can have positive impacts on weight management long-term (21, 59) which this study offers support
for in the rural and high-deprivation NZ context. These GPs stressed a lack of obesity related
psychological referral options, support in their roles, or recognition about the challenges of rural
healthcare from a wider health system perspective. At the time of this research NZ is experiencing
large scale health reforms (60). After much debate and initially not recognising rural as a separate
entity, Te Whatu Ora Health NZ has since acknowledged rural to be a health sector in its own right
(thanks to the Rural Health Alliance Network (9)), reflecting the significance and need of rurally
tailored weight management options that are called for through these GPs narratives.

Social and cultural factors, which were often situated outside the general practice context, were
reported to be additional barriers acting on weight management healthcare. This study identified
that for rural GPs, factors such as social determinants of health, the ‘normalisation’ of obesity,
pervasive marketing of sugar, and varying sociocultural norms present within the unique cultural NZ
population contributed to the challenges for GPs to deliver weight management healthcare. These
findings offer support for the more macro-level contributors to obesity (8, 20, 56, 61, 62). However,
these findings also shed light on how these factors are present and can compound for high-
deprivation rural communities in NZ, making the role of a rural GP difficult when tasked with
attempting to deliver effective weight management in their practice. The obesity health issue cannot
be viewed in isolation due to the many contributing factors and this study extends this finding to
include the high deprivation rural communities of NZ who are living in unique indigenous and non-
indigenous socio-cultural climates impacting weight management.

Recommendations for Future Research, Practice and Policy

The findings from this study indicate several avenues that should be explored to improve weight
management related health outcomes in the future. Rural GPs indicated a lack of rurally tailored
resources that are within the financial or physical reach of patients in their high-deprivation
communities. Further investigation into how to better support rural GPs working in the weight
management primary care context in high deprivation communities is recommended. This support
could include identifying ways to communicate weight management in a non-stigmatising manner,
offer effective rurally accessible intervention options, and offer more staff and funding to help the
strained rural health workforce. This research found that the role of a GP experienced multiple
layers of barriers to delivering weight management, much of which was considered outside the
scope of their practice. Investigation into whether weight management is suitable for a GP workload
is warranted, as this research found this to be questionable in the rural context. National policy
should look to work with rural health professionals (and their communities) to establish best
practice guidelines that benefit the unique rural lifestyle, accommodate for additional access
barriers, and reduce health inequities experienced. More research is needed to address the lack of
access, support, resources, and reliability of obesity healthcare services for rural populations.
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Limitations

As with any qualitative study, the findings are not generalisable. However, this study aimed to
explore the perspectives of rural Waikato GPs, who are already a small homogenous sample to elicit
data from, and are transferable to other high deprivation rural general practices across NZ. Due to
COVID-19 restrictions only six out of ten GPs were able to participate (one female, one Maori and no
Pacific Island representation). The small sample size does limit the scope in findings and increasing
the number of participants, including more female, Maori and Pacifica GPs could generate more
nuances across the narratives. However, data saturation was considered to be reached with no new
themes emerging from GP narratives through preliminary analysis during data collection phase
(Authors 1 and 2) or after revisiting transcripts in the analysis phase (by Authors 1-4). Whilst this
research did include a Maori participant, was guided by a cultural advisor, and utilised two data
researchers with a reflexive approach, a Kaupapa Maori methodology could elicit richer Maori data
and findings relevant to the Maori population.

Conclusion

Rural GPs experience significant barriers delivering obesity healthcare to their patients due to
communication barriers, rural healthcare barriers, and the social and cultural climates their patients
live in. Rural GPs have a lack of effective weight management referral options for their patients, as
the ones available reportedly do not cater for their patients unique rural health needs, despite being
at high risk for obesity. GPs position the complex obesity health issue as difficult to comprehensively
treat within their practice and stressed the need for more support in the form of funding, staff
(indigenous and non-indigenous), and rurally feasible resources to improve health outcomes and
reduce inequity. Effective primary care weight management strategies need to be appropriate for
high deprivation rural communities. This includes tailored, affordable and reliable interventions that
GPs can offer patients (via referral or through their own practice) if weight management efforts are
to be successful in this space in the future.

Data Accessibility Statement

The datasets generated and analysed during the current study are not publicly available due to the
small rural geographical location where data was collected and the potential for identifying
participants. The datasets are available from the corresponding author on reasonable request.
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Chapter 7: Nurse Interviews
Study 3: Nurse In-depth Qualitative Interviews

Overview

This chapter extends the view of general practice clinicians to nurses as they have a crucial role in
general practice healthcare delivery. The view of nurses is important to explore as they have
significant interaction with clients in their practice. This chapter offers valuable insights into the
experiences of rural nurses which has not been explored in the rural Waikato region before with
regards to obesity management.
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Abstract

Aim: To explore nurses' experiences with, and barriers to, obesity healthcare in rural general
practice.

Background: Obesity is a significant health risk worldwide which can lead to many other physical and
psychosocial health issues that contribute to a poor quality of life. Primary care is considered the
most suitable context to deliver obesity management healthcare across the world, including New
Zealand, which reportedly has 34% of all adults (and 51% Indigenous Maori) classed as obese. Nurses
in primary care have a significant role in the multi-disciplinary team and deliver obesity healthcare in
general practice contexts. Yet, there is little focus on the nurse perspective of weight management,
specifically in rural areas where medical staff and resources are limited, and obesity rates are high.
Methods: This was a qualitative research design. Semi-structured interviews with 10 rural nurses
from indigenous and non-indigenous health providers were analysed guided by Braun and Clarke
(2006) approach thematic analysis.

Findings: Three themes were identified: Limitations of a Nurse Role; Patient-level Barriers; and
Cultural Barriers. Nurses reported experiencing significant barriers to delivering effective weight
management in their practice due to factors outside the scope of their practice such as patient level
factors, social determinants of health, rural locality restrictions and limitations to their role. While
this study highlights that practice nurses are versatile with an invaluable skill repertoire, it also
demonstrates the near impossibility for rural nurses to meet their rural patient’s complex weight
management needs, as there are many social determinants of health, sociocultural and rural locality
factors acting as barriers to effective weight management. Nurses experienced a lack of systemic
support in the form of time, resources, funding, and effective weight management referral options.
Future investigation should look to address the unique rural weight management healthcare needs
that experience many barriers.

Keywords: Nursing, Weight Management, Primary Care, Indigenous, Obesity Healthcare, Nurse
Experience, Inequity
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Introduction

Obesity is a significant health issue worldwide, with New Zealand (NZ) ranked the third most obese
nation in the Organisation for Economic Co-operation and Development (OECD) (Organisation for
Economic Co-operation and Development (OECD), 2017) with 34% of NZ adults classed as obese
(51% for indigenous Maori and 71% Pacific) (Ministry of Health, 2021a). In recent history, obesity
rates have consistently increased, with over 55% of the global rise in obesity reported to be from
rural regions (from 1985-2017) (NCD Risk Factor Collaboration, 2019). In NZ, rural communities and
indigenous Maori are reported to have higher rates of obesity than their urban and non-Maori
counterparts, and those living in the most deprived communities are 1.6 times more likely to be
classed as obese (Ministry of Health, 2021a; NCD Risk Factor Collaboration, 2019). The most recent
(2002-2003) NZ health survey reported that rural females were more likely to be overweight or
obese than urban females, while there was little difference between urban and rural males (Triggs et
al., 2007). However, despite there being no updated rural specific obesity prevalence figure in NZ, it
is likely that the obesity rate has increased. As shown in more recent reports, many rural areas in NZ
are classified as high-deprivation (2018) (Environmental Health Indicators New Zealand, 2018) and
the 2020/2021 NZ health survey highlighted the overall adult obesity rate increased to 34.3 % from
31.2% in one year (Ministry of Health, 2022). With over 600,000 people living in rural NZ (Rural
Health Alliance Aotearoa New Zealand, 2019), obesity is a health issue (World Health Organization,
2021a) which is putting significant time, resource, and financial strain on the NZ health system.
Currently, one of the greatest impacts on rural health is obesity and its related physiological (type 2
diabetes, cardiovascular disease, and some cancers) and psychosocial (anxiety, depression, body
dissatisfaction, social isolation, and poor self-esteem) complications (Ministry of Health, 2022; World
Health Organization, 2021b). Rural areas notably experience more challenges with accessing primary
healthcare than urban areas, with barriers such as rural geographical location, socioeconomic
deprivation, transport, telecommunications, and price of healthcare all contributing to the risk of
obesity development (Brewis, 2010).

Primary healthcare professionals, specifically nurses in general practice and nurses in Maori health
provider clinics, are regarded as best suited to deliver weight management in NZ due to the
frequency in which they see their patients over long periods of time (Ministry of Health, 2017).
Similar to other countries protocols, including Australia, United Kingdom, Canada, and America
(Moyer, 2012; National Health and Medical Research Council, 2013; National Institute for Health and
Care Excellence (NICE), 2014; Obesity Canada, 2022), NZ nurses have support from the Clinical
Guidelines for Weight Management (Ministry of Health, 2017) which outline best processes for
delivery of obesity healthcare. This includes processes for monitoring, assessing, managing, and
maintaining patient weight as well as advice for weight management strategies that can be referred
to through general practice (Ministry of Health, 2017). Weight management strategies available in
general practice include evidence based dietary advice, very low calorie diets, exercise programmes,
commercial weight loss groups (such as Weight Watchers), meal replacements programmes, tele-
health or mobile programmes, weight loss medication or bariatric surgery (Gudzune et al., 2015;
Hebden et al., 2013; Ministry of Health, 2017; Te Morenga et al., 2018) which is similar to other high-
income countries (Moyer, 2012; National Health and Medical Research Council, 2013; National
Institute for Health and Care Excellence (NICE), 2014; Obesity Canada, 2022). General practice
clinicians are tasked with delivering weight management healthcare, however, with the current
healthcare clinician shortage not only in NZ (GP Pulse, 2022) but across the world (Royal College
General Practitioners, 2021), nurses are taking on more of a role of supporting and managing
patients. Rural general practice nurses are significantly impacted by the decline in GPs, where they
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end up taking on extra duties to alleviate this gap (Doolan-Noble et al., 2019a), so much so that a
rural nurse specialist role has been established (Bell et al., 2018) to alleviate some of this strain.
Nurses have excellent skills in healthcare including health promotion, building strong therapeutic
relationships with patients and their families, providing holistic healthcare, public health education,
research for informing practice, and understanding their community health needs (Bell et al., 2018;
McRobbie et al., 2008; Schwerdtle et al., 2020) who are a key general practice healthcare team
member. However, obesity is a complex health issue with a myriad of contributing factors, including
social determinants of health, psychological health, sociocultural norms, and political climates that
shape individual lives (Brewis, 2010; British Psychological Society, 2019; World Health Organization,
2022). Identifying the appropriate weight management strategy that suits a patient is a complicated
task for a nurse as one weight management tactic ‘does not fit all’.

Overall, recent literature has indicated that an effective weight management strategy in primary
care includes a combination of dietary control, exercise engagement, and behavioural changes
actioned in culturally appropriate ways (Norman et al., 2021) however there are barriers to
achieving this. Previous literature has indicated that nurses feel under-equipped to tackle weight
management (Croghan et al., 2019), have a perceived lack of expertise in motivating patients, lack of
access to culturally appropriate resources (Nolan et al., 2012), barriers around discussing obesity
(Phillips et al., 2014), lack of time or access to a dietitian (Abbott et al., 2021) and lack of clarity
around the nurse role or nurse protocol within their practice (Bell et al., 2018; Nolan et al., 2012;
Van Dillen & Hiddink, 2014). Yet, these studies were not solely focused on the rural nurse
perspective. One Wales based study, that included urban and rural nurses, found that barriers
included not wanting to offend their patients, a range of professional perspectives about how to
discuss weight management, and a lack of clear effective messages for positive health changes
(Phillips et al., 2014). In NZ, barriers to weight management in general practice have been explored
from GP (Claridge et al., 2014; Gray et al., 2018; Norman et al., 2022), pharmacist (Gray et al., 2016),
and patient perspectives B (Doolan-Noble et al., 2019b; Norman et al., 2023; Norman et al., 2022;
Russell & Carryer, 2013) with only some of these solely focused on rural experiences. In addition,
weight management strategies conducted with a Maori or Pacific cultural worldview outside the
general practice context have also identified barriers (Bell et al., 2001; Eggleton et al., 2018; Forrest
et al., 2016). Rural communities experience many healthcare inequities, including weight
management intervention access (National Health Commitee, 2010; Norman et al., 2022; Rural
Health Alliance Aotearoa New Zealand, 2019). However, whilst some of these studies (both western
centric and indigenous) include small numbers of rural participants, none of these studies focus on
the rural nurse perspective of weight management despite having a significant role in this healthcare
delivery. Overall, there is limited understanding of weight management in rural general practice
from the nurse perspective worldwide, in NZ, and even less in the Waikato region which has a large
rural and Maori population (Ministry of Health, 2021b). Obesity and its related comorbidities are
putting significant strain on the health system, overloading the workload for an already short staffed
workforce (GP Pulse, 2022; Ministry of Health, 2013, 2022; Thomas, 2023) and warrants attention.

Methods

>
z
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The aim of this study was to explore the rural nurse practitioner experience with barriers to
delivering weight management healthcare in their practice with a view to identifying areas of
healthcare improvement.

Design

A case study design was used for this study, focussing on understanding the perspectives of a group
of nurses who each worked in rural general practices. Increasingly, qualitative research is being
sought and drawn on by policy makers and health professionals as the power of ‘story’ can resonate
with, disrupt, or generate deeper understanding about existing knowledge. Qualitative research is
useful in understanding the context of the lives that people are endeavouring to live with particular
conditions. The nurses’ narrative will resonate with others as they point to the front line experiences
of people trying to do their best work in trying circumstances. The qualitative stories permit an
understanding of the challenges but also of the care and skill with which nurses approach their work
in obesity management care. As with many qualitative designs, semi structured interviews were
used to elicit the perspectives of participants and as signalled, below, content analysis was deployed
to draw out themes from the nurses' narratives (Braun & Clarke, 2006).

Participants
Practice nurses were recruited through rural general practices throughout the Waikato region. Rural

general practices and Maori health providers in rural Waikato were contacted via email with an
information sheet and consent form and invited to circulate the invitation to participate to their
nurses and contact the researcher (KN) if they would like to take part. Maori health providers were
included specifically to ensure indigenous health worldview perspectives of nurses were enabled to
be collected and generate comprehensive findings. Inclusion criteria was a registered and currently
practicing nurse practitioner from a rural general practice or a rural Maori health provider who
delivered weight management in their role. There was no age, gender, ethnicity, or years in their
role exclusion criteria. Rural locality was defined as per the Geographical Classification for Health
(Whitehead et al., 2021). Once initial contact was made, any questions or concerns responded to,
and the participant had agreed to participate, a suitable interview time and location was arranged at
the convenience of the participant. Ten rural nurses volunteered to take part in this study from
various rural localities. All were female and ranged from three to over twenty years experience as a
practicing nurse.

Data collection

Semi-structured, open-ended interviews were held between May — October 2021. The researcher
(KN) travelled to the participants to avoid potential rural location barriers for participating (Davis-
Wheaton, 2013) and face-to-face interviews were conducted in sites including rural general
practices, local cafés, and zoom interviews were held to align with relevant covid-19 lockdown
restrictions. All appropriate cultural considerations were accommodated for, including time and
space for prayer, karakia (Maori prayer), introductions, or other appropriate meeting
opening/closing. All participants were reminded of their rights, the anonymous and confidential
nature of the research, and any further questions or concerns were answered by the researcher
before informed consent was granted. Once written consent forms were signed and verbal
permission to audio record was granted, the interview commenced, and participants were given a
$30 voucher as recognition of their time. Participants were reminded they may pause, cease
completely, and withdraw from participating at any stage with no questions asked.
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Semi-structured interview questions were used to elicit understanding of the nurses' perspectives.
Open-ended questions and the use of an interview guide (developed by whole research team)
enabled a broad range of material to be discussed and assisted in assuring participants felt able to
lead conversations in directions that mattered to them. Questions included: ‘please tell me about
your experience with delivering weight management healthcare in your practice?’, ‘could you please
tell me about any barriers you have experienced with obesity healthcare in your practice?’, and
‘from your perspective, how effective do you find weight management strategies in your role and
general practice?’. Interviews lasted up to 60 minutes, participants were thanked for their time,
offered to review transcripts (none did) and the interview was closed. No follow up interviews were
conducted and no participants withdrew from the study.

Ethical considerations
Ethical approval was granted by the University’s Human Research Ethics Committee.

Data analysis
Interviews were audio recorded and transcribed verbatim. A deductive approach to analysis of the

gualitative material was used, whereby the coding and theme development were framed within the
existing concept of ‘barriers’ (Braun & Clarke, 2006). Transcripts were printed out, read, and re-read
by two researchers (KN and LB). In the left-hand margin, passages of text were highlighted
representing any barriers expressed in the interview and labelled with a code. In the right-hand
margin, passages of text that were significant to weight management experiences were highlighted
and labelled with a code as well, to enable any novel aspects to weight management to be identified
from the participant narratives. All codes were listed out, with any double ups, redundant or
irrelevant codes removed. Three participants’ (from different rural localities) code lists were
synthesised to form initial (seven) themes in collaboration with the wider research team (KN, LB, LC,
HM and RL). The research team varied in experience to minimise bias, gain deeper insight, and
generate comprehensive findings. This team consisted of emerging, middle and tenured academic
researchers, clinical professionals (rural GP and nurse) and one member with lived experience with
obesity and weight loss). All transcripts were revisited to check that these themes were evident in
the data by two researchers (KN and LB). COREQ checklist was used for this study. While the ability
to achieve data saturation is considered to be situated and subjective (Braun & Clarke, 2021) this
analysis continued until the two researchers (KN and LB) agreed that no fresh themes were
identifiable in the data. From this, a total of three overarching themes were identified: the limited
scope of a nurse, patient level barriers, and cultural barriers.

Results

Limitations of a Nurse Role

Most nurses regarded comprehensive weight management as something that lay outside of the
scope of their role. Most agreed that the effectivity of any weight management strategies depended
on the peculiarities of individual patients' circumstances and experiences. Many nurses found
themselves fulfilling roles such as a health coach, educator, wellbeing advisor, counsellor, facilitator
for access to other social services, patient social support, or a motivational healthcare professional,
depending on their patients’ individual needs. One nurse described an encounter with a patient that
clearly points to the complex nexus of factors present in any delivery of obesity health care.
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Psychological factors, historical trauma, patterns of eating behaviour and nutritional advice all came
into play in the following exchange:

“So, we talk about the psychology of- and why they're perhaps overweight. Talk about the
upbringing, how the childhood perhaps had an impact on the weight. Often, they're-often
people with depression, and other mental health problems. We usually go through, get a pen
and paper and we write down what they ate on a daily basis. Generally, we talk about how
often they have takeaways, and the impact of that, and the impact of obesity on the health
and the future, what the future is going to be like being obese, as they grow older. Yeah
that's probably the gist of it. We sort out a meal plan. We talk about how different foods and
paint on the body, carbohydrates and sugars and fat” (Nurse 03)

As several of the nurses pointed out, they are not necessarily trained to address obesity
management in these kinds of ways, nor is there time in a regular nurse/patient appointment to
engage in these kinds of 'counselling' practices. As one nurse put it:

“It seems like the more effective programs I've seen lately are- use more counselling as to
why you're eating that way or motivational therapy, and we just don't have the training or
the time to do that at the moment” (Nurse 01)

Several acknowledged that discussing obesity with clients is delicate and challenging at the best of
times, but even more so within the short time frame allocated for appointments. As one nurse put it,
"... you won’t even touch on weight until you’ve got a therapeutic relationship that we can even talk
about it!” (Nurse 02).

Furthermore, given the multi-faceted nature of obesity, many nurses were highly attuned to the
need for a holistic approach to address the range of factors involved. The constraints of the current
model of care they operated in were often acknowledged as barriers to approaching health
improvement in this holistic fashion. In other words, the systems they worked within were not
necessarily set up to deal with the complexities of individual needs/experiences. As one nurse put it:

“So, yes, definitely, you have to have a well suited model of care in the practice that
encompasses a holistic health journey for people, otherwise, obesity [management] will
never happen. Sometimes obesity is the last thing they're worried about, they're worried
about the thing that is happening right now. The cold, the flu, the broken arm from rugby
practice. And the obesity is the elephant in the room because it’s not talked about. They
don't want to talk about it. Because our general practice model is set up for 15 minute
consults- there is no time” (Nurse 02)

Many nurses stressed that often patients had other health concerns (physical or psychosocial) that
were more important for them than weight specifically. This indicated the intricate nature of obesity
and how the role of a nurse is applied to real-world contexts beyond the clinical or nutritional weight
management needs. In many cases, weight loss was positioned as a by-product of adopting a
healthier lifestyle which enabled overall health improvements for patients. As stressed by one nurse,
simply telling someone to lose weight was not an effective strategy to achieving patient health
improvement, and instead utilising a patient-centred approach aligned with their (perhaps non-
clinical orientated) goals was more effective:

101



“[I"d say] but what are their goals? Your [practitioner] goals are to lower blood sugar, it
might not be theirs. Their goal might be to live to see their grandchild. Their goal might be to
walk to the letter box without having to stop. Until they can reach their goal, any goals you
have as health professionals- we actually [have to be] really careful we don’t project our own
on them. Whilst they might be genuine and good for society. I'm sorry if it's not their goals
then it’s not gonna happen. They might not know that within seven days of walking to the
letter box it might be really surprising that they lose weight. It’s important that we are
making sure that we're going and striving for change with them” (Nurse 02)

More training, or referral pathways were reportedly needed for effective weight management
healthcare given the minimal time available in primary care. Nurses expressed a desire to provide
help to their patients in ways that suited them, yet they were limited in what they could offer
patients. As detailed by one nurse:

“More training around different strategies would be great, or programs around- and even
the counselling side of it, being more able to give strategies, | know, some mindfulness stuff
which... | know that's been proven to be helpful for a lot of people, but just kind of more
strategies. Other than [shake diet] and go with more education, and then more programs
that are easier for us to just sign our patients up to, because it's hard for us to find the time”
(Nurse 01)

Nurses reported that delivering weight management in their practice was complex and required
many different skills to be effective and tailored for each patient. They identified education, scope of
practice, time and system limitations in their current roles.

Patient Barriers

Nurses largely understood that there were numerous patient-level barriers to effective weight
management healthcare delivery, including an obesogenic environment, the presence of social
determinants of health, psychosocial issues and life stressors. Many nurses indicated that before
even addressing nutritional components of weight management, other factors required urgent
attention in the short time frame available. As one nurse described:

“Like | say it’s addressing the underlying issues. If they are stressed out with their finances,
they are not going to be in the right head space to want to go be thinking ‘I need to exercise
or eat healthy’. You’ve got to address the underlying issues [like] depression or family
violence- whatever. You’ve got to do the wrap around to get your outcome. It’s no use just
addressing one thing and just putting your finger in a hole- it’s going to blow somewhere
else. For sure doing a proper assessment [is important but] then that comes down to time.
You’ve got 10 minute appointments, often triple booked. And if you’ve got the time to spend
with them to get to know them, engagement there, then you can often link in with other
services” (Nurse 09)

Most of the nurses found that patient level factors were challenging to address as nurses. Often,
referral to financial or social services was needed as many rural patients were living in high
deprivation communities with unhealthy food environments where ‘healthy eating’ was considered

102



to be out of financial reach. One nurse highlighted how important it is to understand the patient
level factors impacting their health to be able to offer relevant advice:

“You need to get into their mindset of where they’re at in life, what they’re doing, what they
can afford, what they can’t afford” (Nurse 04)

Referral to other tailored health services were also reported to be out of financial reach for many of
their patients in need:

“Then it’s expensive if you refer someone to anything- so a dietician is expensive, personal
trainers are really expensive. Like, all of those things are expensive, and people just don’t
have access to them” (Nurse 10)

Instead, nurses offered ‘practical advice’ for patients to improve health outcomes in ways that were
regarded as feasible. This included strategies such as removing all high-sugar soda drinks from the
home and swapping it for water, or avoiding snacking on high fat, high salt, high sugar or foods. As
one nurse expressed:

“Cutting down from dark blue milk to light blue, getting rid of your cream... Or if you’re
getting takeouts, don’t go to a KFC, there are better options. So [we] don’t say ‘do not eat’,
you ‘should not’ have. [Instead] offer them options that you know are going to work” (Nurse
09)

Or alternative exercise options that are feasible, as described by one nurse:

“You don’t have to go to a gym, just walk. Walk for an hour a day if you can, play with your
kids more, rather than sitting on the couch” (Nurse 09)

Most of the nurses stressed a need to ensure any advice given in their practice took into
consideration the unique patient level factors that can be hindering weight management efforts.
Offering practical food and exercise advice was identified to be best practice in their role for patient
wellbeing.

Cultural Barriers

Many nurses identified that the available weight management options in primary care were not
necessarily realistic, nor accessible, for their rural or indigenous patients. Poverty, lack of access to
public transport or private car and mobility issues were just a few of the barriers to engagement
with programmes. As one nurse described:

“You know, knee problems, hip problems, problems with obesity are huge. So if you want to
say, look, we need to look at low impact exercise, like swimming or cycling, one they don’t
have access to a pool. And if they do, they have to travel and you know, it’s not always
optional” (Nurse 09)

To counteract this inaccessibility, nurses attempted to provide practical and feasible options for
exercise. As expressed by one nurse:
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“Trying to show them basic exercises that they can do at home [helps] if they don’t want to
go walk the streets, they could walk around their house X amount of times, if they’ve got
stairs they can go up and down steps” (Nurse 04)

Many nurses highlighted that the available weight management strategies were not tailored for the
wide range of cultures that make up NZ unique population which acted as a barrier in their practice.
One nurse highlighted the intersection of barriers that existed for some patients, whereby financial
affordability, access to transport, cultural food practices and rural lifestyle limitations rendered
offering and following recommended nutritional guidelines difficult:

“They can’t afford it! Yeah when | worked for [health practice] they wanted me to do a kete,
like the [food] pyramid and | was in [inland town] and they wanted me to go and get fresh
fish, and kina, and I’m thinking- where the hell am | going to get that? Yes we are Mdori- but
it’s only if someone is going up the coast that’s got a boat- which no one’s really gotta boat-
and what about the rural people that are stuck way out? They are not gonna go and think I’ll
have salmon and salad for dinner” (Nurse 05)

Some nurses stressed that while there were some resources available about best practice nutritional
guidelines, these were not always relevant to their rural patients’ lifestyles. Instead, nurses
attempted to offer culturally relevant advice, however this was expressed with a sense of lack of
confidence as there was no standardised nutritional information to offer in their practice. As one
nurse indicated:

“We have a lot of Samoans and Indians, so you can tailor it a little bit, you
know, what rice do you use? What oil do you use? | don’t have a huge knowledge of other
diets or other ethnicities, but it’s a starting point” (Nurse 09)

Overall, nurses reported to have many facets to their role with weight management, which was
difficult to deliver due to patient level barriers, rural or cultural lifestyles, and lack of access to
programmes that are relevant or feasible for patients in their rural practice.

Discussion

Analysis across the three themes discussed above would suggest that nurses' role in weight
management is a multi-layered and complex affair. Patient- level factors (such as social determinants
of health) necessarily became part of a nurse's role when delivering weight management care.
Nurses found themselves facilitating access to social services, behaving like a counsellor, health
coach, and operating as pedagogues, tailoring 'education' to different patients' needs. Their role was
a 'holistic' one, yet current models of care were not necessarily set up to permit this holistic
approach. In many cases, before even offering a nutritional plan for physiological weight loss, nurses
needed to address other aspects of their patients' health needs, such as ensuring a safe
environment, firming up financial status, and assessing psychological or sociocultural situations.

The role described above is a multifaceted one, yet significant time, resource, and support
restrictions constrained nurses’ capacity to deliver quality obesity health care in the ways they
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would have liked to. Nurses are not formally trained to be counsellors, motivational therapists,
dietitians, educators, or behavioural change psychologists, yet they needed to be one or all of these
things to support and empower their patients. Many nurses called for more time in their role to up-
skill their training and education in the weight management field. They wanted to enhance their
capacity to meet the diverse patient needs in this area.

Effective obesity healthcare has been identified to utilise a multi-disciplinary approach (Anderson et
al., 2021; Bischoff et al., 2017), including qualified pharmacist prescribers, dietitians, psychologists,
social care workers each of whom have years of training and development around the intricacies of
weight management. However, these teams are rarely present or accessible on a consistent basis for
rural general practices in NZ, which is potentially perpetuating the heavy and expanded workload
that falls into nurses' laps. While this study offers support for previous literature that indicated the
role of a rural practice nurse in weight management is undefined, with different views of a nurses’
professional responsibilities and boundaries (Bell et al., 2018; Doolan-Noble et al., 2019a), this study
sheds light on the extent and range of extra responsibilites rural nurses take on in a real-world
context. It was encouraging to find that rural nurses go above and beyond their job description.
However, given the already reported time, funding, staffing, training, and resource constraints rural
health experiences (Alsop-ten Hove, 2019; Davis-Wheaton, 2013; National Health Commitee, 2010),
it may be unreasonable to expect rural nurses to provide services they are not specialists in for such
a complex and unique health issue. Instead of further overloading the already strained role of a
nurse (Bennett et al., 2012; Doolan-Noble et al., 2019a), this study recommends that rural nurses be
systemically supported with access to a wider multi-disciplinary team, ideally based in general
practice, to offer the range of weight management services that rural communities reportedly could
benefit from.

Rural locality was positioned as a barrier hindering many weight management efforts. Nurses
stressed that many of the options available through general practice (or outlined in the CWMG)
(Ministry of Health, 2017) were predominantly ‘impractical’ or ‘unsuitable’ for their rural patients
who were living in high deprivation areas with no financial means or transport to attend
programmes or exercise facilities located out of town. While it is recommended that any weight
management healthcare be delivered in culturally appropriate ways (CWMG), these nurses indicated
a lack of resources or access to information that is specific to the range of cultural food norms
practiced in NZ, including those of Maori. While these findings align with previous rural patient
(Norman et al., 2022; 2023) and GP perspective literature that highlight the complexities for
effective weight management in rural settings (Norman et al., 2022) this study extends this to the
often overlooked rural nurse experience. Nurses offered patients ‘practical’ or ‘realistic’ obesity
related health advice (such as changing to low fat milk, removing high-sugar drinks out of the house,
and home exercises) - advice that they felt patients could conceivably achieve. While not explicitly
labelled as such by the participants, this ‘practical’ advice and behaviour in their practice would
indicate that these nurses’ care aligned with the ethos of contemporary movements such as ‘Health
at any Size’ (Bacon, 2010; Bacon & Aphramor, 2011). Focussing less on a (notably flawed) BMI scale
(Bhurosy & Jeewon, 2013) or weight number and more on health related improvemnets (such as
lowering risk of stroke, heart disesae, or diabetes through small changes to diet and exercise in
sustainable formats) was stressed as ‘best practice’ for these rural nurses given the limited ‘suitable’
weight management referral options to offer patients. It is commendable that rural nurses are
providing beneficial healthcare in areas experiencing significant accessibility issues (National Health
Commitee, 2010) by tailoring health advice to meet the sociocultural norms and socioeconomic
limitations of communities (Coupe et al., 2018; Verbiest et al., 2018). However, it also sheds light on
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the difficulties experienced and near impossibility for rural nurses to meet their rural patients’
complex weight management needs, as there are many social determinants of health and
environmental factors affecting their rural patients (Swinburn, 1999; World Health Organization,
2022) that are outside the scope of a nurse or general practice control.

Implications and Future Directions

This study sheds light on an important member of rural health team, the nurse, which has been
given little attention, despite having a significant role in weight management healthcare in general
practice. Overall, this study highlighted a myriad of extra responsibilities a rural nurse actions within
a more restrictive health access climate when compared to their urban counterparts and warrants
further attention. Further investigation into how to better support rural nurses working in the
weight management general practice context in high deprivation communities is recommended. NZ
is currently undergoing significant health reforms, with rural health being recognised as a unique
and stand-alone health sector moving forward due to the different health needs than urban (New
Zealand Government, 2022; Rural Health Alliance Aotearoa New Zealand, 2019). In addition, clinician
burnout from heavy workloads and significant staff shortages across NZ are adding to the already
reported largely autonomous, complex, and heavy workload of a rural nurse (Doolan-Noble et al.,
2019a; Goodyear-Smith & Janes, 2008). Difficulties in retention and professional development for
rural nurses have been indicated in previous NZ literature (Carryer et al., 2011; Doolan-Noble et al.,
2019a). Further to this, recent studies have indicated the gap in systemic support for rural health in
areas other than obesity, including the covid-19 prevention and vaccination priority (Whitehead et
al., 2022). This lack of systemic support for rural healthcare and rural nurses working in weight
management would benefit from being addressed if the current rural health workforce is to grow
and be maintained long-term. Rural general practice, and especially the multi-faceted rural nurse
role, should be prioritised for funding, patient referral access to multi-disciplinary teams, ‘practical’
rural weight management intervention options, and staff training to reduce the strain on the rural
nurse, improve working conditions for rural nurses, and assist with providing quality health care to
improve rural patient health outcomes.

Future directions should look to explore the key barriers this study found to identify areas for
improvement of weight management healthcare services rurally. This includes exploring the social
determinants of health impacting on rural communities, investigating the lack of ‘practical’ culturally
appropriate or tailored weight management resources in rural general practices, and a lack of rurally
appropriate weight management referral options. Cultural norms play a significant role in dietary
consumption and have been identified as a contributing factor to obesity (Ball, 2010) which can also
extend into the rural cultural lifestyle. In addition, grounding practice in indigenous health models
has been demonstrated to improve health outcomes for indigenous populations and should be
focussed on for Maori (Campbell et al., 2017; Eggleton et al., 2018; Forrest et al., 2016; Ministry of
Health, 2015). However, potentially, the intersectionality of obesity, culturally specific worldviews,
and social determinants of health should be further investigated to include a rural/urban
intersection as well as rural health needs are recognised to be different to urban.

Limitations

As with any qualitative study, the findings can not be generalised. However,
this study aimed to explore the perspectives of rural Waikato nurses, who are already a
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small homogenous sample to elicit data from and are transferable to other rural general practices
across NZ. Due to covid-19 restrictions only ten nurses were able to participate. Including more
participants with a wider ethnicity, age and male nurse perspectives could generate more nuances
across the narratives. However, data saturation was considered to be reached with no new themes
emerging from nurse narratives. Whilst this research did include Maori voices, was guided by a
cultural advisor, and utilised two data researchers with a reflexive approach, a Kaupapa Maori
methodology could elicit richer Maori data and findings relevant to the Maori population.

Conclusion

This study found that nurses experience barriers to delivering effective weight management in their
practice due to factors outside the scope of their practice such as patient level factors, social
determinants of health, rural locality restrictions and limitations to their role. Nurses were found to
go above and beyond their role description to accommodate for the myriad of weight related needs
for their patients, however, they experience a lack of systemic support in the form of time,
resources, funding, and effective weight management referral options. Future investigation should
look to address the unique rural weight management healthcare needs that experience many
barriers. Nurses provide an invaluable contribution to the primary care team, however more support
for rural nurses is required to deliver effective healthcare to rural communities and reduce the
workload strain on the rural nurse workforce.
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Chapter 8: Client Perspectives of Barriers

Study 3: Client In-depth Qualitative Interviews

Overview

As highlighted by the reviews in chapter 3 and 4, the survey in chapter 5, and the GP and nurse views
in chapter’s 6 and 7, obesity is a complicated health issue which can be experienced differently by all
individuals. Therefore, it is important to explore the narratives and experiences of the clients in
general practice to understand their views. This chapter sheds light on the barriers faced by those
engaging with weight management in rural general practice in communities.
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Abstract

Background: Obesity is an international health issue which currently affects over 34% of New
Zealand adults and leads to further physical and psychosocial health complications. People living in
rural communities experience health inequities and have a high-risk of becoming obese. The aim of
this study was to explore and identify barriers to effective weight management in rural Waikato
general practice. Methods: Using semi-structured interviews, 16 rural Waikato participants shared
their experiences with barriers to weight management. Interviews were transcribed and analysed
using thematic analysis. Results: Four themes were identified: economic barriers, rural locality
barriers, rural sociocultural norms barriers, and participants’ understanding the solutions needed to
overcome their specific barriers to effective weight management. For these participants, finding a
feasible weight management strategy was a challenging first step in their weight management
journey. A programme that would ‘work’ meant one that was economically viable for low-income
persons, accessible, even if living rurally with less resources, and did not cause harm or jeopardise
their social connections within family or community. Conclusion: Overall, participants noted a lack of
weight management strategy ‘choice’ because of income, isolation or accessibility of their rural
location and/or the sociocultural norms of the community they lived in restricted options available
to them. Future weight management initiatives may be better devised from within communities
themselves and will need to be cognisant of the barriers specific to rural communities. Rural
perspectives have much to offer in any such reconsideration of weight management initiatives.

Keywords: Obesity, Weight Management, Primary Care, Rural Health, Qualitative, Patient
Perspective
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Introduction

Obesity is identified as a significant health concern affecting over 650 million people worldwide (1)
with 34% of New Zealand (NZ) adults classed as obese (2).Obesity is predominantly recognised as a
risk factor for further health concerns by NZ’'s Ministry of Health (MOH) (1, 3) with rural areas
reported to have a higher prevalence of obesity than their urban counterparts in NZ (4, 5). In NZ, the
most at-risk populations are those living in socioeconomically deprived areas (1.6 times more likely
to be obese), rural areas and those who identify as Indigenous Maori (51% obesity rate) or Pasifika
(71%) (2, 5).

Contributors to obesity are recognised as more complex than an ‘excess calorie’ intake through food
(6), with social determinants of health significantly influencing obesity development, especially for
rural areas (7, 8). The obesogenic environments and political/ sociocultural systems in which people
are born, live grow, work and age in can all influence obesity development (7, 9, 10). The cost of
fresh ‘healthy’ whole foods is out of financial reach for many low-income families, with processed
(commonly high in carbohydrate, fat and sugar) foods readily available and pervasively marketed to
those in lower socioeconomic areas (9, 11-13). In addition, rural areas experience less employment
opportunities leading to high deprivation, limited local food stores or exercise facilities (driving
prices up for importing goods and minimizing competitive markets), and less (or no) access to
private car or public transport to access the resources they need for good health and effective
weight management (8, 14).

‘Obesity’ and ‘weight management’ are debatable concepts with clinical, sociocultural, and
individual perspectives widely differing. Clinically, obesity is objectively measured and categorised
using the arguably flawed Body Mass Index (BMI) tool (15, 16), and ‘managed’ using a calorie deficit
dietary plan (17). However, research indicates that the clinician and client definitions of overweight
and obese differ (18, 19), with some cultures viewing excess weight as a positive phenomenon,
therefore not warranting ‘management’ (20, 21) highlighting the subjective nature of the ‘obesity’.
Further, some researchers question the obesity measurements and existence of a health issue (22-
24) while some individuals exercise their autonomy and choose to be ‘obese’ (25, 26). Regardless of
the debates, obesity is a stigmatised health concern in western contexts and for those who want to
lose weight or control their weight, weight management is an effective intervention and prevention
strategy for obesity and its related comorbidities (17).

While acknowledging the significant role modern obesogenic environments and an individual's
choice to engage with weight management plays, one of the most effective ways to achieve weight
management is through a combination of diet, exercise, and behavioural change conducted in
culturally appropriate ways (17, 27). This combination and balance of factors needs to be calibrated
to the individual for suitability as no one diet suits all individuals. Many national health systems
including the UK, Australia, Canada, America and NZ position primary care and general practice as
best suited to deliver obesity healthcare with their clients using clinical weight management
guidelines (17, 28-31). However, weight management options are also available privately, through
commercial avenues, or internet based information and sources for those who want to manage their
weight themselves. Options within and outside the scope of general practice can include bariatric
surgery, weight loss drugs/ medication, very low-calorie diets, meal replacement programmes,
exercise programmes, commercial weight loss groups, telehealth or mobile app-based programs (17,
32-34). However, the obesity rates are reportedly still rising in NZ, indicating that current weight
management strategies in general practice are not effective.
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Through understanding what shapes rural experiences of weight management, valuable insights may
be gained that can inform future obesity healthcare in the primary care space, enhance health
outcomes, reduce obesity rates and increase quality of life. The aim of this study was to explore and
identify barriers to effective weight management in rural Waikato general practice from the client
perspective.

Method

Participants

Participant criteria was >25 years old, residing (or recently resided) in a rural Waikato geographical
location and identified as someone with experience in weight management. While the individualised
and subjective nature of obesity (18, 35, 36) is noted, for the purposes of this study all participants
were currently, or have had, a BMI over >30 (clinically obese) (16). Rural has been a contested
definition issue in NZ, however for the purposes of this health research, rural was defined as per the
Geographical Classification of Health (37). Participants were recruited on a volunteer basis and
purposeful sampling of males only was actioned towards the end as the sample was predominantly
female (38). A total of 16 participants were recruited from multiple rural locations to ensure data
was not relegated to one locality which might have unique barriers, with demographic information
listed in Table 1 below.

Table 7: Participant Demographic Data

Demographic Participants (n)
Male 3

Female 13

Maori / NZ European and Maori 8

Non-Maori 8

Age 25- 45 years 8

Age 46-70 years 8

Data collection

Firstly, rural Waikato general practices and Maori health providers were contacted via phone and
email and invited to participate. The general practitioners (GPs), nurses, and Maori healthcare
professionals were asked to identify any of their clients that fit the criterion of this study. Once
identified, they were asked to pass the researcher’s details to the client, or gain consent for their
details to be passed to the researcher so they can be contacted. Secondly, snowballing strategy was
utilised (38), whereby the researcher’s professional University and District Health Board networks
and participants were asked to advise anyone they knew who fit the criteria to contact the
researcher (5 participants were recruited this way). Once initial contact was made, the participant
was given a copy of the information sheet and consent form to read and sign. All participant
guestions or concerns were answered and a suitable interview time and location was organised.
Locations were chosen by the participant and included the researcher’s office, participant homes,
cafes, local library, via skype, or their local general practice. A Maori cultural advisor was included
throughout the research to ensure the Maori participant data was collected, analysed, and
presented in a culturally appropriate manner and cultural safety was achieved (39).
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Procedure

Interviews were semi-structured to ensure that, although guided by a set of questions, participants
were able to take the conversation in directions they wanted to throughout. At the beginning of
each interview, the objective of the study was re-stated, and participants reminded they can end the
interview at any time. All participants were offered space and time prior to the interview for
culturally appropriate opening of meetings, such as prayer or karakia (Maori prayer). All interviews
were guided by an interview guide which included open-ended questions such as: ‘could you please
tell me about your experience with weight management?’, ‘could you please tell me about your
experience with any barriers to weight related health engagements?’, ‘could you please tell me
about your weight management experience living rurally?’. All participants were encouraged to
speak about their experience for as long as they wanted to. Interviews lasted between 20 to 60
minutes and were audio recorded for later transcription. Participants were thanked for their
participation and given a $30 voucher as a compensation for their time.

Analysis

All interview data was transcribed verbatim for authenticity purposes and analysed using thematic
analysis (40). Each transcript was printed out, read, and re-read by the researcher with a view to
facilitating immersion in the data. In the left-hand margin of each transcript, sections of
conversation that reflected a ‘barrier' to weight management in general practice were highlighted as
this was main aim of this study. In the right-hand margin ideas that were significant to the
participants’ discourse, including any obesity related barriers outside the general practice context
were labelled permitting new or unexpected concepts to be identified and highlighted. These
included the WHO defined (7) social determinants of health concepts (circumstances in which a
person is born, lives and grows) such as poverty, housing, ethnicity, gender, and education. Each
transcript was analysed in turn, and then comparatively re-analysed for any missing codes. All codes
were listed, and redundant or double-up codes were removed. Whilst the ability to achieve data
saturation is situated and subjective (41), this analysis found no new themes were being interpreted
when revisiting the transcripts and reflecting on codes already identified (40). The remaining codes
were then grouped into overarching themes. Four themes were identified: three barriers (Economic,
Rural Locality and Social Norms) and one solution-based theme (Community Know their Needs).

Ethics Approval

Ethical approval was granted by the University of Waikato Human Research Ethics Committee
reference HREC2020#38.

Results

Economic Barriers

Participants reported an awareness of effective health-enhancing weight management processes.
Most participants shared an understanding that being a healthy weight involved eating healthy food
(or less ‘junk’ food) and exercising more (or at all). If engaging with this behaviour, as one participant
described it:

“of course you’re going to lose weight [it’s] basic maths” (Participant 01).

Despite feeling reasonably comfortable in this knowledge, however, financial barriers shaped
participants’ capacity to actually enact food-related or exercise-related strategies. Indeed, several
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participants framed the ability to engage with their health-related behaviours as a financial luxury.
The cost of eating ‘healthy’ was notably difficult with “the cost of food- it's a lot cheaper to be
unhealthy and to eat unhealthy food than it is to eat healthy food” (Participant 15). Having the
financial freedom to choose healthy options at the supermarket was unfeasible or unjustifiable for
many participants as described by three participants:

“Some days | have to decide between meat or vegetables” (Participant 05)
“Potatoes are more cheaper than broccoli” (Participant 15)
“A 2Litre coke is half the price of 2Litre of milk” (Participant 01)

Several participants had heard about and were keen to embrace new dietary fads/prescriptions, yet
understood these were beyond their means. As one woman declared:

“If you are going to do Keto, the biggest barrier is cost because the food- a lot of
things you're going to be eating is expensive- nuts, seeds and non- processed foods

are expensive generally” (Participant 01).

Several participants highlighted the ‘choice’ to engage with their desired health behaviours was also
subject to time and availability. Spare time, personal time, or available time to spend on themselves
was rare, as many other life responsibilities were prioritised before these health-enhancing actions
such as “kids and [work at school]” (Participant 06).

Low income, or lack of job security meant that the ‘choice’ of how to spend their own time was
replaced with a 'need' for work and ensuring an income: “I'm a freelancer so | don't get anything like
[sick days] so if | don't work, | don't get paid” (Participant 09) or working to provide an income for
their family “I got a family I’'ve got to work for” (Participant 10).

Income was prioritised over health-enhancing activities. Participants working hours made accessing
health facilities difficult, or impossible, due to their mostly inflexible opening hours, further
removing a ‘choice’ from the individual. As one woman describes, the hydrotherapy pool can only be
“booked for certain times, and so if you work, you're pretty much out” (Participant 09).

To work around the lack of income or time barriers, personal sacrifices were often made by
individuals to achieve their desired health-enhancing activities. However, these ‘pro-health’
sacrifices often generated potentially 'unhealthy' behaviours. For example, one man drunk straight
olive oil as “it was a more affordable way than buying a piece of salmon” (Participant 15) and one
woman reduced the amount of sleep she got to leave time for her morning walks “ used to get up
really early to do my walks in the morning so | could get it all done” (Participant 06).

Community based exercise activities were sometimes available, however, access to these was again
shaped by individuals' financial situation. Low income precluded buying exercise equipment for
personal use. As one participant described “there's no way | can buy all that sort of stuff myself”
(Participant 05) and that:

“lwhen] you're on a benefit, you can't afford to things you can't afford. For myself, it

would have to come out of my food budget. There's no leeway in it.” (Participant 05)
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Health-enhancing options provided through general practice and the health system were out of
range for many. An inability to afford clinically focused weight management options (such as
medication and bariatric surgery) further restricted the ‘choices’ available to participants, as
highlighted by two women: “I didn't want to go on Duramine again, it was extremely expensive”
(Participant 14) or bariatric surgery “I can't afford the surgery” (Participant 16).

The capacity to make health enhancing ‘choices’ in rural communities, then was shaped by
availability of money, time, and pressing responsibilities. As one participant highlighted: “Sometimes
choices are not made, because we have 'a’ choice. They're made because they are 'the' choice”
(Participant 08).

Rural Locality

Residing in a rural location was another barrier to participants' ability to engage in health-enhancing
activities. Rural locality meant isolation for some communities, which further limited 'choices'
available to participants. In more out-of-the-way rural towns, access to common urban privileges,
including internet service, public exercise facilities, or a variety of food store options was severely
curtailed.

Rural locality was commonly compared with urban area ‘choices’ through the availability of
supermarket choice (or at all) and weight management programme options “[In the city] there were
a lot more things to join” (Participant 07).

For both Maori and non-Maori participants, eating ‘healthy’ was “challenging” (Participant 12) when
there is only a local dairy to shop at which stoked minimal fresh foods. The takeaway shop was
positioned as a much more convenient and feasible option as one man described:

“the price for the local shop down here, you can get a feed of fish and chips for about
S7. As opposed to going to the supermarket” (Participant 11).
The ‘out-of-town’ location made access to supermarkets difficult. Only those with the money, or

those “lucky” enough to have the luxury of a “car” (Participant 05 and Participant 06) could travel to
access them. For those who could not travel, the price of low-quality food was enhanced:

“There is always a premium on prices here. Because the [shops] have to bring them in
from wherever” (Participant 07)
The inability to make frequent trips to the supermarket for fresh ‘healthy’ food also jeopardised the
quality of the food participants had until their next shop. As one participant expressed:
“That's something to consider too, is the feasibility of getting the stuff fresh because
if you only shop once a fortnight or some people only do once a month, they [have to]
do a big shop and you don't get all that other good stuff for the rest of the month.
You might have it [good] for your first week, but then next three weeks you won't
have it” (Participant 06).

Participants were also restricted in their exercise facility access due to the economic difficulties
“there'’s still a cost to [getting to] them” and rural locality challenges “[its] an hour/ hour and a half

124



to the nearest one” (Participant 05). Additionally, access to health-enhancing stores or facilities was
subject to a participant’s available time, whereby work and childcare responsibilities often came first
“You can't get it on the day you want, and then | work, and then straight after work I've got my kids”
(Participant 10).

Social Norms

Maintaining strong community social connections was important for these participants and abiding
by rural social norms trumped weight management engagement for many participants. That is,
social relationships were often regarded as more important than engaging with health-enhancing
behaviours. For example, being helped by and helping fellow community members was a significant
part of a rural lifestyle for many. One participant used her privilege of owning a car to help others
less fortunate in the community and would pick up “groceries for three or four people without cars”
(Participant 05). Another participant used their privilege of being able to go hunting and fishing and
“make up meat packs” and “deliver them to a lot of the Ko Matua (Maori Elders) and places of
poverty” (Participant 06) around their area.

Receiving help from the community was crucial for one participant to be able to engage in exercise
activities in her home:

“I do have a really old exer-cycle. But it’s piled up behind things at home, somebody is
coming to help me to with that [and set up]. I'm lucky” (Participant 05).
Rural communities were noted to have a different concept of ‘health’ compared with their urban
counterparts, which was influenced by different sociocultural norms. Weight related health concept
differences were also notably different than urban areas as one participant described “in the rural

communities, it's okay to be a bit bigger” (Participant 14) and another with a very “different
awareness about health” (Participant 07) when compared with the urban capital city of Wellington.

Comparisons of clothing or physical appearance ‘expectations’ were also different as explained by
one woman:

“Maybe 24 is not a normal size [in town], whereas in the small communities, it's fine.
Everyone is wearing gumboots and Swandry’s [farm clothes] anyway, you can't see
anything” (Participant 14)

Rural social expectations also meant community participation was sometimes non-optional and

further limited the individual’s health-related ‘choices’. The act of ‘dieting’ was viewed as not ‘the
norm’ which could generate social tensions as one participant puts:

“Smaller communities have a lot more community gatherings, which means a lot
more food. So it's almost expected that you participate, and you enjoy everything,
and you're part of the community. Standing back there on a diet, or that kind of
thing, gets looked at sideways” (Participant 14).

Engaging with health-enhancing food options was difficult in social contexts for both Maori and non-

Maori participants. Rejecting food was seen as ‘offensive’ and retaining social connections was
prioritised over food choice, as one woman described:
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“For me the relationship with the person is more important, so this person has gone
to the effort to cook it, so I'll have to eat something. For me the social aspect is more
important than wrecking a friendship over nothing” (Participant 01)
Eating food you don’t want was a way to maintain the social connection that was vital for rural
community living. One woman describes the ‘choice’ as being about maintaining a friendship or

eating something that is not health-enhancing to her: “you go to someone's house and you don’t
want the roast potatoes covered in butter” (Participant 01) but it would be rude not to.

Additionally, specific cultural norms played an integral role in eating behaviours whereby rejecting
food offered was unacceptable, further limiting the individual’s ‘choice’:

“I guess for me also, being Mdori and in a rural community is a huge issue. You would
be completely disrespectful if you went to somebody's house and they gave you food
and you didn't eat it” (Participant 14)
For both Maori and non-Maori participants, ‘managing choices’ was difficult, because as one woman
puts it:
“when you're confined to a box, you can only choose what's within it” (Participant
08).
This highlighted that those living in rural communities were aware of the multi-layered barriers of

economic, rural locality and social norms they were subject to and how these influenced their ability
to engage with their health-related behaviours.

Solutions Known Already

The fourth theme was interesting and unexpected because when participants were asked about
their rural experiences with barriers, participants gave solutions to their barriers unprompted. These
‘solutions’ were relative to each specific rural community as no two were the same, but suggestions
covered themes such as exercise, diet, health literacy and the involvement of community. As one
participant put it-

“What helps Peter won't help Paul. Especially when it comes to weight management”

(Participant 05)

For some this was free access to public exercise areas. One participant describes that a local park
with exercise stations (such as a chin up bar, or lunges/ squats square, jumping jacks) is useful for
her rural community and is “more accessible than telling us to go to a gym, or go for a brisk walk”
(Participant 06).

Nutrition knowledge was positioned as important as well:

“[Knowing] where broccoli comes from versus where chicken nuggets come from.

Like, what is chicken nuggets versus what is broccoli or chicken breast? | think that
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would change people, or maybe their mind, about what they’re putting into their

body” (Participant 15)

Culturally appropriate food or nutritional education specific to the community was also positioned as
a solution that is needed as highlighted by one Maori participant:

“We've gone away from healthy cultural eating. So working with community groups
to encourage healthier eating like at Marae’s [Mdori cultural meeting place] and

stuff like that, or community festivals” (Participant 14)

Enabling easier access to health professionals in rural areas was highlighted as a need for improving
health also:

“But also making it easier to have- having more community dieticians who are not
just at the hospital, but in the medical centres and things like that, so you can easily

get to see them” (Participant 09).

Discussion

Overall, the findings in this study highlighted a pervasive lack of ‘choice’ for rural participants when
attempting or desiring to engage with weight management strategies which is relevant to rural areas
worldwide. Participants were restricted in which health-enhancing behaviours they could engage
with due to their economic income, isolation or accessibility of their rural location and the
sociocultural norms of the community they lived in.

Previous research (7, 42, 43) has demonstrated that insufficient income contributes to poverty,
housing insecurity, and mental health issues for populations across the world. Whitehead et al. (44)
indicates that many rural Waikato clients travel significant distances to access general practice
services, and Douthit et al. (45) highlights that those living in rural areas have isolation issues when
accessing healthcare. It is little surprise then, that lack of a secure income and accessibility issues
also shaped these rural participants' capacity to engage in deliberate exercise and food-related
behaviours.

As Kumanyika et al. (46) attests, sociocultural norms influence behaviours of communities and is
evident in food and physical activity engagements in many cultures across the world. Sociocultural
norms in relation to food behaviours in these rural areas included prioritizing social connections over
food choice and the premise that rejecting food someone offers you was ‘offensive’, which risked
jeopardising the social relationship. Further, Howard et al. (36) highlights that sociocultural factors
influence the perception of weight status, whereby being ‘larger’ can be viewed as socially
acceptable in rural areas and as such, does not pose a clinical health risk or align with the dominant
obesity health discourse (18, 19, 36). On the one hand, not being subject to the ‘thin ideal’ along
with the negative effects of weight trends such as low self-esteem, body dissatisfaction and eating
disorder development (47, 48) could be regarded as somewhat freeing from a body
image/acceptability point of view. However, the normalisation of obese bodies in rural areas could
be acting as a barrier to health-enhancing lifestyles whereby obesity, and consequently increased

127



negative health risks, are misperceived as signs of wealth and beauty (49) therefore not needing
‘management’.

The positioning of solutions found in this research was unexpected and interesting because barriers
were there before engagement in a weight management strategy. Previous reports have indicated
many failed weight loss attempts are due to an individual's lack of motivation to change (50, 51),
however, participants in this study wanted to change and highlighted that there are barriers to
weight management that are faced before a strategy is chosen or started. Their first choice of a
strategy was usually unavailable to them for economic, sociocultural, or rural locality reasons. This
indicates that there are significant difficulties faced before the ‘choice’ of a weight management
plan is made, before a plan can be effective, or before general practice has even offered some form
of healthcare. One interesting example was the lack of participants narrative around controlling of
portion sizes, which is useful in weight management strategies, and is readily available advice
through general practice or online at the MOH website (52) yet not utilised as a feasible strategy. For
these participants, finding a feasible weight management strategy was a difficult first step in their
weight management journey. For these rural participants, a programme that would ‘work’” meant
one that was economically viable for low income, accessible even if living rurally with less resources,
and not cause harm or jeopardise their social connections within their family or community.

Any attempt at intervention in rural areas, whether offered through general practice or not, needs
to take into account suitability and feasibility for the lifestyles of the community members. While
not an aim of this project, participants expressed knowledge and awareness about what was needed
in their community to overcome their barriers. While this was unexpected, it aligns with other rural
community research which indicated that people in rural areas are resilient, resourceful, and
adaptive (53, 54). Future weight management ‘interventions’ should use processes that align with
community-based participatory research (CBPR) which works in a collaborative manner that
strengthens, empowers and attends to social inequalities within a community (55). As highlighted by
the participants in this research, no rural weight management initiatives, or recommendations will
be effective if the community does not have the money, public spaces, or time to enact them,
regardless of whether interventions are within or outside the context of general practice. Any future
healthcare efforts with rural communities across the world will need to address, and work within,
the restrictive barrier limitations for effective health improvement outcomes, which CBPR has
helped to achieve in the past (56). Any interventions will need to be actioned on a community-by-
community basis that address the unique local relevance of health problems and ecological barriers
(55), which has been demonstrated to improve health outcomes in NZ and Maori specific
communities (57-60).

As with any qualitative research, findings cannot be easily generalised, however, this research
provides insights into the barriers faced by many communities across the large Waikato region which
has not been explored before. This research looked at the barriers experienced by these rural
communities, however, obesity is a complex health issue (1) and a deeper interpretivist analysis is
needed for a more comprehensive understanding of barriers. Whilst the participants are from rural
NZ areas, the findings are relevant to the international rural population who also face similar health
inequity and disadvantages in their respective countries. This research acknowledges that themes
could be different if designed from an indigenous worldview and that this study was not a Kaupapa
Maori design, however, the barriers and themes were identified in both Maori and non-Maori
narratives. Whilst this research focused on general practice clients in the Waikato region, minimal
discourse in participants’ interviews was focused around this general practice context, suggesting
further investigation should look into the significance and appropriateness of general practice for
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effective weight management outcomes. Future studies should investigate experiences of samples
with more participants who identify as male and Pasifika participants. Community specific
experiences should be explored with multiple/ all members of each community so a deeper, context
specific understanding can be gained to mitigate barriers and improve health outcomes.

Conclusion

This study identified four themes significant to rural general practice clients weight management
experiences: economic barriers, rural locality barriers, social barriers, and that participants seemed
to already understand the solutions needed to overcome their community specific barriers. Overall,
participants had a pervasive lack of weight management strategy ‘choice’ because of their economic
income, isolation or accessibility of their rural location and the sociocultural norms of the
community they lived in, which contributed to further health disparities and negative health
outcomes. Future weight management initiatives need to be squarely located in communities where
people need them and those who design them need a nuanced understanding of the particular
barriers rural community clients face.
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Chapter 9: Client Experiences with Weight Management
Study 3: Client In-depth Qualitative Interviews

Overview

This chapter extends the knowledge in chapter 8 and explores the experiences of weight
management in rural contexts from the client perspective. This is important to explore as ‘obesity’
can be experienced differently by all clients and needs to be understood better if barriers are to be
mitigated and inequities reduced.
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Abstract

Background: Obesity is a complex health issue affecting the quality of life of individuals and
contributing to an unsustainable strain on healthcare professionals and national health systems.
National policy guidelines indicate that general practice is best suited to deliver obesity healthcare,
however obesity rates continue to rise worldwide indicating interventions are ineffective in this
space. The aim of this study was to explore the weight management experiences from patient
perspectives. Methods: This qualitative study used semi-structured interviews with 16 rural Waikato
general practice patients. Interviews were analysed using reflexive thematic analysis. Results: Four
themes were identified: Inconsistent Information, Significance of Holistic Factors, Obesity Centre
Need, and Education. Participants expressed frustration at contradictory health messages,
commercial company and ‘expert’ definition distrust, and that ‘holistic’ aspects to health significant
to the weight management journey were unable to be addressed in general practice. Conclusion:
Whilst primary care is positioned as suitable for delivering obesity healthcare, this study found that
participants do not perceive general practice to be equipped to deliver this care. Instead,
participants argued for a specialist obesity centre capable of meeting all their obesity healthcare
needs. Further, wider issues including on-line commodification of health and neo-liberal capitalism -
factors that exploit people with a stigmatised health issue - can cause further harm to the
participant. A radical modernisation of education, information, and resources from regulated,
qualified and ‘trusted’ healthcare professionals who can provide safe, non-stigmatising supportive
services is recommended to meet the unique and changing food climate, reduce obesity rates and
improve health outcomes.

Keywords: Obesity, Primary Care, Client View, Barriers, Effective Weight Management, New Zealand,
Obesity Healthcare
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Introduction

Obesity affects over 650 million people across the world (1) and leads to further physical,
psychosocial and cultural health issues (2, 3). Obesity and its related comorbidities reportedly cost
over USS990bn globally (4), which is unsustainable and threatens to bankrupt national health
systems, including the UK National Health Service (NHS) (5). The predominant clinical view of obesity
is that it presents a significant health risk. However, many other perspectives of obesity exist,
including obesity not being classified as a health risk as well as obesity being the preferred ‘ideal’ in
some cultures (6-8) and therefore not warranting clinical ‘intervention’ or ‘treatment’. However,
obesity is a stigmatized health concern in western contexts with discrimination reportedly
experienced in all levels of life (9-13) further contributing to a reduced quality of life (4).

The World Health Organization defines obesity as preventable and reversable through effective
weight management strategies (14). The national health systems in the UK, Canada, Australia,
America and New Zealand (NZ) (15-19) position primary care as suitable for obesity healthcare.
Guidelines recommend routine identification and treatment of obesity in primary care to reduce
obesity rates (16, 20). The Body Mass Index (BMI) is (while arguably a flawed tool (21) used to
measure obesity levels in primary care, with a healthy weight range classed as 18.5-24.9, overweight
between 25- 29.9, and obese over 30 (22). However, BMl is reported to be under-recorded and
weight loss interventions under-referred (23) in general practice. Weight management options are
available through general practice, privately, through commercial avenues, or internet-based
sources (19, 24, 25). In NZ, primary care offers weight management advice via national guidelines
(19). Secondary care referral options for a clinician include dietitian consultations, weight
management medication, hospital weight management clinic and bariatric surgery (19). In so saying,
there are limited publicly funded spaces in these programmes, and options such as bariatric surgery,
low calorie diet plans or exercise establishment memberships, are increasingly being offered to
patients who can self-fund or pay for private health insurance (26, 27). However, many people at risk
of developing obesity live in high-deprivation and are financially unable to access this care (28),
which can contribute to increasing the health inequity gap (29).

Achieving weight management has been argued to be simply an issue of balancing an ‘energy in
versus energy out’ equation (30). However, evidence indicates it is more complex, due to a myriad of
additional contributing factors, including the obesogenic environment, psychological factors,
sociocultural norms, adverse or traumatic life events, colonisation impacts (for indigenous
populations) and social determinants of health (2, 6, 31-34). While acknowledging the significant
role modern obesogenic environments and an individual's choice to engage with weight
management plays, one of the most effective ways to achieve weight management is through a
combination of diet, exercise, and behavioural change conducted in culturally appropriate ways (19,
35). This combination and balance of factors needs to be calibrated to the individual for suitability as
no one diet suits all. Despite this literature, obesity rates continue to rise worldwide, including the
UK, suggesting there are barriers as current weight management interventions in general practice
are ineffective.

NZ has high obesity rates with 34% of adults classed as obese (28). There is significant health
inequity experienced by the Indigenous Maori population in NZ with 51% obesity rate, as well as
Pacific Island populations in NZ at 71%(28). While effective management of weight is complicated
and influenced by many compounding factors both within and outside the scope of general practice,
Maori also face additional challenges when engaging with public health systems such as experiences
of hostility, alienation, racism and trying to navigate a health system that does not align with a Maori
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health worldview reported (36). Yet, there is limited literature that focus on the experiences of
weight management in general practice from the patient perspective (37-41). NZ populations at high
risk of developing obesity include rural communities, Pacific and Indigenous Maori populations, and
those living in high-deprivation areas who experience inequities (28, 42). The aim of this study was
to explore the patient perspectives of their weight management experiences in general practice to
identify barriers and ways to improve health outcomes. It is hoped that this study will suggest new
ways to offer weight management strategies within general practice and the community.

Method

Participants

Participants were recruited through rural general practices.. Participant criteria included: aged
>25years, currently or recently resided in a rural Waikato location, not on any weight influencing
medication, and identified as having had some experience with weight management in general
practice context. While acknowledging the subjective nature of obesity and the definition of
‘obesity’ being socio-culturally influenced (43-45), for the purposes of this research the clinical
measurement of obesity was used to demarcate weight and identify participants who were eligible
for this study (BMI of >30) (46).

Data Collection

Rural general practices and Maori healthcare providers across the Waikato region were contacted
via phone and email and invited to participate. They were asked to identify and pass on the female
researchers (KN) details (or gain consent to be contacted by the researcher) to any of their patients
they saw that fit the criteria for this study. Seven participants were recruited through this avenue.
Due to the potential that some patients who fit the criteria of the study may not have visited their
general practice recently, a snowballing strategy (47) was utilised. All recruited participants were
invited to share the researchers details to those in their community they knew who might want to
take part. Ten participants were recruited from this method across the Waikato region. Purposeful
sampling was conducted towards the end to recruit males, as only one out of the first 14 participants
was male. Three males were recruited, however one male participant was excluded during the
interview weight gain was found to be influenced by medication which was an exclusion criterion. A
total of 16 participants were recruited and the demographic details are in Table 1.

Information sheets and consent forms were given to all participants, rapport was built with the
participants, the reasons behind why the study was being conducted, as well as any questions or
concerns answered before consent was signed and interviews commenced. Interviews were held in
person or via Skype at a time and place preferred by the participant (48). A Maori cultural advisor
and GP was included and contributed by guiding the research process, including processes such as
karakia (Maori prayer), whakawhanaungatanga (process of establishing relationships), koha use (gift
and gratitude for participant), and contributing to interpretation of Maori narratives in a western
health context. While the interviewer identifies as non-indigenous, she has lived experience with
significant weight management, and extensive experience in qualitative interviews and analysis,
including awareness of the limitations of her own experiences when collecting or interpreting
indigenous narratives and actively sought guidance throughout the study. These factors contributed
to reducing power imbalances. No participants wanted copies of transcripts. Ethical approval was
granted by the University of Waikato Human Research Ethics Committee reference HREC2020#38.
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Interviews were semi-structured and guided by a set of questions to ensure that all participants
were asked the same open-ended / exploratory questions, and to ensure participants had agency to
share their story in their own words. The open-ended interview questions included: ‘could you
please tell me about your experience with weight management?’ and ‘could you please tell me
about your experience with any barriers to weight related health engagements?’ All participants
were encouraged to speak about their experience for as long as they wanted to. Interviews were
audio recorded for later transcription, notes were taken by interviewer, participants were thanked
and compensated for their time with a $30 voucher.

Analysis

All interview data was transcribed verbatim and analysed using reflexive thematic analysis (49). Each
transcript was printed out, read and re-read by the researcher for immersion in the data. In the
right-hand margin of each transcript, sections of conversation were analysed and labelled with no
pre-defined categories, enabling the concepts that were significant to the participants’ experiences
to be identified and highlighted. These ideas and interpretive notes were used for the codes of this
study and were checked by second researcher. Each transcript was analysed in turn, and then re-
analysed for any missing codes. The Maori cultural advisor read and ensured that appropriate
interpretation occurred for all participants identifying as Maori. Once all codes were listed, any
redundant or double-up codes were removed. KN, RK, and LB were all involved with analysis and
formulation of themes. Whilst Braun and Clarke highlight that the ability to achieve data saturation
is situated and subjective (50), this analysis found no new themes when revisiting the transcripts and
reflecting on codes already identified.

Results

Table 8: Participant Demographic Data

Demographic Participants (n)
Male 3
Female 13
Maori / NZ European and Maori 8
Non-Maori 8
Age 25- 45 years 8
Age 46-70 years 8

All interviews lasted up to 60 minutes. Six initial themes were formed from the coding lists and after
reflection of the transcripts, four overarching themes were identified: Inconsistent Information,
Significance of Holistic Factors, Obesity Centre Need, and Education.

Inconsistent Information

Inconsistent information around food dietary advice was expressed as significant in the weight
management process. One woman reported “Knowing how many calories to eat is what | struggle
with” (Participant 04). Despite accessing multiple health ‘sources’ and ‘professionals’, the actual
calorie deficit amount for her weight management journey was still a mystery — making her weight
goals unachievable before even starting her diet plan:

140



“What actually is it? You put it in my fitness pal [app], it's 2500 [calories]. You do a
[gym] body scan, it's 2700. | went to [commercial nutritionist] it was 2200. There's
like 200-300-500 calorie difference- it’s a whole meal!” (Participant 04)
Popular diets such as Ketogenic (low carbohydrate diet (19)) provoked tension for some. One
participant described concern about going on a Keto diet saying that it is “actually bad for you”
(Participant 09) after being advised to try it. Another participant declared that the concept of only

eating fats to lose fat went against his ‘general’ understanding of weight loss whereby “It's kind of
like the opposite of everything you learn of good nutrition” (Participant 17).

Accessing quality and reputable information became a “struggle” (Participant 04) as participants
described many self-advertised weight related health ‘professionals’ (outside general practice and
commonly in the commercial sector) as unqualified to give accurate dietary advice. Participants
expressed that the ability to rely on dietary information became unachievable as there was “so much
misinformation available to everyone” (Participant 09).

Confusion around what to believe caused further tension:

“There is contradictory information out there” (Participant 09)

The consistent misleading or confusing information was expressed with feelings of helplessness and
powerlessness to achieve their weight goals. As summarised by one participant:

“Where- what do you trust?” (Participant 09)

Visiting their general practice for dietary advice was not actioned by all participants. Some
participants highlighted that they did not think their GP would be a place for this type of health
advice:

“Going to the GP would be like a last resort” (Participant 11)

And sometimes actively avoided:
“I don't think I've ever gone to a GP [solely for weight management advice]- but |
don't think | would, because | don't think it would benefit me. My perspective of it is |
feel like all they would say is ‘eat better and go to the gym’ And that's what |'ve been

currently trying to do” (Participant 04)

Experiences with weight management options through a GP varied. Medication was “extremely
expensive”, made one participant “violently ill” (Participant 14) and others had heard “traumatizing
things about the side effects” (Participant 11) of particular medication. GPs were approached for
bariatric surgery as one participant described:

“I had to be GP referred to go privately” (Participant 14).

Commercial weight management programmes were viewed with scepticism as one woman
reported:
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“There is all these different companies that are just trying to make money and like,
[commercial business] they're all businesses, they're all trying to make money. Like,
yes they are trying to ‘help’ people, but they're also a business that’s trying to make
money” (Participant 11)
Advertising of weight management through ‘X week challenges’ from commercial gyms implied
‘expertise’. As one participant highlighted this presumed 'expertise' ended up being generalised

nutritional advice and she got “really nothing out of it” (Participant 04). Her failure to reap any
rewards from this advice generated further disappointment, frustration and depression:

“How is it that | followed the nutrition plan and worked out for like four or five days a
week and | lost 800 grams?! | was just so heartbroken. | was like -what's the point?
I'm trying so hard and it's just not working. So then | could that kind of sent me back

on a downward spiral” (Participant 04)
Further confusion and tension surrounded the definition of a business operating as a weight
management ‘expert’ as there was little transparency in terms of qualifications. Trying to identify
who was a reliable information resource among all the available sources was difficult for many. One

participant highlighted their frustration at wanting to find a reliable weight management
professional:

“I said to [doctor] I've been to a nutritionist, and it didn't really fit me what that
nutritionist has given me. | don't know enough information about a difference
between a nutritionist and a dietitian, do you think it would be better for me to go to
a dietitian, like I'm happy to pay to go | just don't know the differences easily. Or do |

try a different nutritionist? Like, | want to get my food right!” (Participant 04)

Significance of Holistic Factors

For those who had achieved their weight loss goals, or who had achieved some weight loss in the
past, a healthy mind set was crucial. Prior to losing weight, understanding why she ate was
important for her success and adherence to her choice of calorie deficit plan:

“I had to learn the association of what | did when | was depressed or feeling down,

you know, | ate.” (Participant 01).

Recognising personal relationships with food and eating behaviour were vital for any dietary changes
to take place. Emotional connections to food, emotional eating, or using food to feel ‘good’ were
identified as reasons for weight gain in some participants' journeys:

“I have changed my entire mental health, mental shift and food association with
mental health so | don’t need chocolate to make me feel good anymore.” (Participant
01)
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“I think people's mental health has a direct impact on weight loss. And when you're
depressed, you just eat crap. You eat crap, because you feel like crap and you think
you're crap” (Participant 14)

Psychological aspects to weight management were also recognised as contributors to eating

behaviour:
“Part of the problem for me is my depression and anxiety. When they play up | tend
not to pay as much attention to what I'm eating and not eating and things like that”
(Participant 09)

Participants reported the need for a ‘holistic’ view of weight management that incorporated many

aspects to weight management and “not just my diet” (Participant 08) as it would “just be a better
way” (Participant 09). One participant indicated:

“[l need to] have my complete entire well being checked out- my mind, my

spirituality, my environment” (Participant 08)

Whilst another highlighted that balancing both physical and holistic aspects to weight management
was key for effectiveness:

“[It’s] very holistic, but also very scientific. This is why you do what you do. And this is
why your body is reacting the way it's reacting” (Participant 14)
Feelings of failure were significant to further psychological harm with one participant reporting the

whole experience being “really disheartening” (Participant 02). Another participant described being
“stuck in a cycle” (Participant 04) of failed diets and that:

“It makes me feel like shit, to be fair, because | feel like I'm doing something wrong”

(Participant 04)

Obesity Health Centre

Participants expressed a desire for a service that could meet their weight management needs. The
concept of a “health centre rather than a medical centre” (Participant 07) or “weight care centres”
(Participant 06) was reported as a desired ‘place to go’ for these participants for weight
management needs.

Weight management centres were positioned as a service that could provide reputable and reliable
information as well as access to qualified health professionals who could help these participants.
One woman described that having “more access to information” (Participant 14) was crucial, while
another participant highlighted:

“There needs to be somewhere where there is clear information from the
government or actually from the medical professionals, saying, ‘This is what you can

do to be better’” (Participant 09)
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Participants reported a significant desire and expectation that health professionals are proficient in
the complexities of weight management:

“Someone who is qualified and done research and knows what they're talking about,
and had experience with this, people, situations, so they know not every [diet] works

for the same people” (Participant 04)

“I want to be able to have access to a practitioner that understands the multi-
dimensional layers to obesity” (Participant 08)
Expectations on a single health professional to provide all the needs for weight management were
low due to the variances of weight management needs. Difficulties with trying to deal with a health
issue that is “not just black and white” (Participant 02) with a GP only having “10 minutes to make

that assessment” (Participant 16) was highlighted as an issue that needs addressing. One participant
expressed:

“It's probably really hard to find someone like that [to cover complexities]. But if one

person can't do it, get a team, you know?” (Participant 02)

Education

Whether participants had achieved their desired weight, or were still on the weight management
journey, all participants positioned education about healthy living as important.

The change in societal norms was described in many forms. One participant highlighted disgust that
advertising and processed foods companies are using discourse such as “organic sweetening agent
el05a” as a way of “hiding what [sugar level] is in” (Participant 03) their food products.

Education around processed food labels was positioned as vital to one participant’s success at
weight management:

“Anything with a square on it explaining what's in it, to me that's a warning sign”

(Participant 03)
Education in schools was positioned as crucial to save the next generation from suffering from
obesity. Teaching them how to cook food that “could actually fuel you and taste good” (Participant

14) and the need for teaching to be about “healthy kai (food)” (Participant 06) was important. As
one participant expressed, the youth are “the victim of the sugar” (Participant 03).

Awareness that the weight management “wasn’t a diet- it was a lifestyle” (Participant 01) was
crucial for long-term effectiveness. As one participant indicated:

“Teaching about healthy food choices in teaching about healthy, what healthy bodies

actually are is important” (Participant 09)
Discussion

Summary
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This study demonstrated many aspects to the patient experience of weight management including
not only the need for a suitable calorie deficit dietary plan, but also addressing holistic aspects to
their health such as psychological or cultural related experiences with weight. Expressions of
confusion, frustration and deception around weight management advice and commercial sources of
‘help’ were found to be pervasive. Patients reported wanting education from ‘“trust-worthy’ qualified
professionals who could meet their wider health needs, a feat in which a GP could not achieve in
their small 10-minute consultation. Surprisingly, minimal discourse linked weight management to
general practice or interventions and some explicitly highlighted they would not consider visiting
their GP for weight advice.

Strengths and Limitations

As with any qualitative study, the unconscious bias from researchers can influence design and
analysis. Recognising the potential for bias, this study was designed and analysed by a team of
academic, general practitioner, and lived obesity experience researchers which actively included
processes of cultural awareness and reflexivity throughout the research entirety. While qualitative
findings cannot be generalised, this research provides novel insights to the experience of weight
management from the patient perspective, which is imperative to understand if any future weight
management interventions are to be effective. While the sample size was small and rurally based, it
is relevant to all people attempting weight management. The research achieved saturation in the
interviews with themes consistent across narratives and no new themes emerging. However, it is
acknowledged that whilst the experiences and themes from both Maori and non-Maori participants
were similar throughout this study, using an indigenous health worldview lens would likely elicit a
wider range of themes and understandings for Maori participants.

Comparison with existing literature

An unexpected finding was the lack of discourse around weight management experiences in general
practice, despite this being the context for this research. Many patients positioned general practice
as unsuitable to deliver effective weight management healthcare, a perspective that contradicts the
national health policy and clinical guidelines in the UK, America, Australia, Canada and NZ (15-19).
When general practice was talked about, it was positioned with negative clinical options (such as
medication and bariatric surgery), and an overall inability to provide the obesity management
patients desired. For example, addressing the holistic needs, including spiritual and cultural factors,
to weight management and lifestyle habits was positioned as unsuitable for the time-poor
consultation with a GP. Further, some patients specifically stated they would not even engage with
their GP for weight management as it was viewed as ‘unhelpful’, which supports one UK study where
patients did not see the GP or NHS as appropriate for this healthcare (51). It is little wonder that
obesity and obesity comorbidity rates are increasing in the UK, and worldwide, given that not only
do GPs experience many barriers to effective obesity healthcare delivery in their practice (52-54) but
their patients potentially do not come to them for this healthcare in the first place.

Instead, many patients who chose to engage with weight management did so through non-general
practice avenues such as fad diets or commercial companies. However, significant dis-trust,
confusion, and feelings of deception were associated with these options. Commercial companies
selling ‘personalised’ programmes for weight loss results that premised on very little ‘science’ were
commonly reported throughout these narratives. With obesity stigma and the ‘thin ideal’ (a body
image concept that is promoted to be aspired to) being pervasive in Western culture (6, 12, 13, 55) it
is unsurprising that commercial endeavours such as private companies and food marketing tactics
(56) would be used to exploit those who are ostracized and vulnerable. One UK study (51) explored
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patients experiences of a GP (and therefore ‘reliable’) referral to commercial weight loss
programmes was welcomed as patients viewed weight as more lifestyle issues requiring a non-
medical solution. However, participants in this study highlighted that their commercial weight
management programmes failed to meet their comprehensive needs, and only addressed one layer
of the complex weight management experience (either food, exercise or behaviour change) which
contradicts the national guidelines and effective weight management literature in the UK and NZ (2,
16, 19).

Issues around neo-liberal capitalist behaviours were also noted by participants whereby products
consistently acted in ways that ‘hide’ sugar content and using language to imply they are qualified to
give specialist advice (nutritionist versus dietitian for example), further deceiving the individual
seeking help. Whilst some participants understood the economical concepts of weight loss
programmes, the ‘service’ or ‘product’ they paid for did not meet their expectations despite being
advertised as ‘effective’. This generated more confusion about where to go for help, what to
‘believe’ anymore or who the ‘experts’ actually are for all patients. Clear information about nutrition
and exercise was desired by these patients supporting previous findings (37, 57). However, this study
found the information or ‘education’ sought after transcended the ‘reductionist’ nutritional or
lifestyle weight management advice of previous findings (19, 30, 41) and included factors such as
how to navigate this current obesogenic climate and avoid consumer ‘traps’.

Surprisingly, patients called for the establishment of an obesity healthcare centre. This ‘one-stop
obesity shop’ was positioned to provide holistic obesity services that could extend beyond a GP
(in)capability and not have a financial interest in repeat business that commercial avenues were
viewed to have. Facilitating access or providing care for the myriad of factors that are recognised to
contribute to obesity including culturally appropriate services for indigenous populations was
stressed as crucial for successful weight management. Previous literature has also indicated that
trauma and adverse life events can contribute to weight (34), indicating that obesity healthcare
could benefit from including psychological services such as counselling as a way to improve some
patients’ relationships with food and extend beyond programmes that only include dietary
manipulation and exercise increase. In addition, this centre could mitigate the confusion and ‘dis-
trust’ experienced by patients through employing regulated health professionals, or ‘actual experts’
that could offer reliable ‘trust-worthy’ weight advice. While the capacity for general practice to
provide obesity healthcare has been questioned in previous urban literature with many barriers
identified (44-47, 51-53), this study extends this need for a specialised obesity referral service to
indigenous and rural areas who experience significant health inequities.

Implications for clinical practice

This study found the patients perspective did not fully align with the national position that general
practice is ‘best suited’ for effective obesity healthcare. Future research should investigate the
percentage of patients utilising general practice for weight management as these efforts could be
mis-placed. Further, an appraisal focused on the suitability of general practice to provide obesity
healthcare is strongly recommended, as this was found to be questionable and potentially, hindering
obesity reduction efforts before attempts are even made.

In addition, research into the feasibility of an obesity centre establishment is recommended as this
could reduce the strain on general practice and provide patients with comprehensive, culturally
appropriate healthcare. Many participants felt that their ‘holistic’ obesity related health needs were
not met in their general practice and desired access to a helpful referral pathway which was
positioned as a ‘trustworthy’ source of information through their primary care clinician. Potentially,
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an effective primary care health service for obesity could be one that supports a specialised
secondary service that can meet the ‘holistic’ health needs of patients. Previous literature has
indicated that primary care is a valuable system that can contribute to better health outcomes and
equity (58). Investigation into the development of obesity health services and how the division of
work between primary and secondary care should be explored for efficacy purposes in the future.

Public health education on obesity management urgently needs updating to include wider aspects to
weight management besides calorie manipulation. Education needs to include factors within the
reach of the individual, such as the ability to comprehend food labels, understanding biomedical
responses to lifestyle factors, cultural influences on food consumption, and an awareness of
personal psychosocial behavioural connections with food. However, the wider political climate also
needs to be understood, regulated and held accountable for the factors that directly influence the
individual’s ability to engage with a healthy lifestyle.
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Chapter 10: Discussion

This research thesis has explored obesity healthcare in rural NZ general practice using a sequential,
explanatory mixed method research design. Each of the publications offer their own discussion and
implications for practice and therefore will not be repeated in this chapter. Instead, this chapter
offers a discussion of the key barriers identified within and outside the scope of general practice,
highlights the research improvement areas and intervention approach opportunities that could be
useful to reduce barriers experienced, details implications of this research, identifies future
directions for obesity research, and provides a final conclusion.

Summary of Findings

This research aimed to explore the barriers within one sector of obesity healthcare: the individual
focused area of general practice. While the other sectors are equally as important to effective
obesity management throughout NZ (including the population health level initiatives, and the more
specialist avenues that deliver care for obesity related multi-morbidity health issues), this thesis
addressed the barriers for general practice with obesity management. Acknowledging that obesity is
a complex and interconnected matter, this thesis also focuses on the rural general practice context
as this has received little attention in previous NZ literature. This thesis research discusses the
barriers to, and experiences with, obesity management in rural general practice from the
perspectives of those working in, and accessing, general practice: clinicians and clients.

The experiences of both clinicians and clients were complex and nuanced, with each participant
having a unique experience with obesity management (as highlighted in chapters 5-9). Clinicians
detailed how ‘managing’ obesity health concerns in their role differed with each client, as no two
clients were experiencing obesity in the same manner. In addition, each of the rural general
practices had their own unique geographical locality barriers, as well as unique sociocultural
community norms. Each of the clinicians had different backgrounds, worldviews, personal
experiences, and some compared perceived barriers with those observed in their previous
employment in more affluent urban general practices. Clients expressed a range of experiences
living with, or managing, their obesity. Some clients described themselves as having had ‘success’ at
effectively managing their weight, whilst some regarded themselves as being at the beginning of
their weight management journey. Still, others perceived themselves as being ‘stuck’ or remaining in
the ‘ineffective’ weight management ‘cycle’. In addition, each client had an individualised
combination of social determinants of health which influenced their perceptions and experiences
with weight management and its barriers. In other words, each participant's narrative was nuanced,
complex and interconnected with other aspects of their health, and indeed, their lives.

Obesity is a complex and multi-factorial health issue (World Health Organization, 2021a) and this
research thesis identified many barriers to obesity management from clinician and client
perspectives, as highlighted in all publications (chapters 3-9). However, when looking at these
studies in their entirety, this research found that there were similar barriers perceived within each
sample group. In addition, despite the different worldviews and experiences, this research,
interestingly, identified some overlap in barriers between these two sample groups. These barriers
were positioned both within and outside the scope of general practice, or external to the
clinician/client interaction. Barriers within the scope of general practice were effective yet
inaccessible weight management interventions, public health system interventions not being
comprehensive, conflicting current nutritional guidelines, lack of rural general practice systemic
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support, time consuming nature of obesity ‘treatment’, role of a clinician with obesity management,
and the stigma or power imbalance barrier to discussing/ ‘treating’ obesity. Barriers outside general
practice included, social determinants of health, obesogenic environment, privatised weight
management programmes, and sociocultural norms. These barriers are discussed in more detail
below.

Key Outcomes: Barriers Within General Practice

Effective Yet Inaccessible Weight Management Interventions

Health NZ offers weight management interventions through general practice which are set out in the
clinical weight management guidelines (Ministry of Health, 2017). The first review manuscript
identified these interventions as ‘effective’ as they achieved weight loss results with clients (as
highlighted in table 2 in chapter 3). From this perspective, there are effective interventions available
through general practice for clients to use. However, clinicians and clients (chapters 6-9) expressed
that whilst these interventions are technically ‘available’ through their general practice, they are
largely inaccessible to many rural clients, and therefore were perceived as ‘ineffective’. This
‘inaccessibility’ was linked to a lack of financial ability to afford weight management programmes,
medication, bariatric surgery, or ‘healthy’ food at their local store (as highlighted by clinicians and
clients in chapters 5-9). Rural geographical locality also meant that many participants had little or no
access to a local supermarket, exercise facilities, or local weight management support meetings and
had to travel to the nearest larger town for these. However, this travel was also subject to financial
ability, as participants often lived in rural localities where there were no low-cost public transport
options to get to a larger town. In addition, many participants could not afford private transport
such as a car, meaning they could not physically or financially access the technically ‘available’
weight management intervention options.

The ‘effective’ weight management interventions offered through general practice (as highlighted in
chapter 3) are for all general practices across NZ, including both urban and rural areas (Ministry of
Health, 2017). Rural areas are reported to have access barriers to healthcare and experience more
inequity than urban areas, including lack of public transport options, lack of employment
opportunities, or lack of weight management options available locally (Davis-Wheaton, 2013;
National Health Committee, 2010; Rural Health Alliance Aotearoa New Zealand, 2019). It is possible
that the weight management interventions available through general practice are better suited for
urban practices where they can be more easily accessed by clients, and therefore can be considered
‘effective’ and available. However, the findings from this research indicates that there is potentially a
lack of attention on specific rural ‘accessibility’ needs when it comes to obesity healthcare. The
perspectives of these clinicians and clients offer support for these previous findings and extend the
potential for rural healthcare oversight to weight management in general practice. With many
barriers identified for accessing and delivering obesity healthcare within these contexts, this issue of
access is one that could be addressed for improving health outcomes. Potentially, having healthcare
professionals located in rural general practices or local community contexts so clients do not have to
travel large distances, could reduce the ‘inaccessibility’ experienced by these clients.

General Practice Interventions Not Comprehensive

The efficacy of the available interventions in general practice was found to be potentially hindered
by the design of the interventions themselves. As highlighted in chapter 3, Health NZ and the WHO
(World Health Organization, 2021a) the most effective weight management strategy is one that
includes a combination of dietary manipulation, exercise engagement, and behavioural changes
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actioned in culturally appropriate ways. Yet, none of the interventions available through general
practice include all four of these elements in their design (table 2 chapter 3). In addition, many of
the interventions that were piloted in general practice (chapter 3 and 4) measured ‘efficacy’ in the
short term. This is reflected in the available NZ literature, whereby most of the evidence on weight
management in primary care is from short term programs, with less information on the medium and
long term impact or negative impacts of ‘weight regain’. Further investigation into what constitutes
an ‘effective’ weight management program in primary care is warranted, specifically in relation to
the mid and long term health improvements for clients.

The need for comprehensive obesity healthcare was evident from both clinician (chapters 5-7) and
client perspectives (chapters 8 and 9). Clients expressed a need for ‘holistic’ obesity healthcare that
could address a range of factors related to their health, including psychological, emotional,
physiological, financial, environmental, spiritual, and cultural (chapter 8 and 9). Clinician’s views
paralleled this with an acknowledgement that there are a multitude of factors impacting their clients
dealing with weight management. Clinicians expressed that a comprehensive obesity care plan was
needed for the majority of their clients which included options to address a client’s underlying issues
that contributed to their weight (such as trauma or life stressors) (chapters 5-7). In addition,
clinicians (chapters 6 and 7) highlighted that there was a lack of culturally appropriate elements
included in available interventions, especially for their indigenous Maori clients. Previous literature
has stressed that utilising culturally appropriate worldviews, especially for indigenous populations,
can significantly improve health (Durie, 2003; Ministry of Health, 2015; Te Morenga et al., 2018), yet
minimal interventions included this element (table 2 chapter 3). Despite the aligned views of
clinicians, clients, Health NZ and international WHO that the wider determinants of health impact
the efficacy of weight management, there is still the barrier of a lack of ‘holistic’ or comprehensive
multi-layered obesity healthcare options available to clients, or for clinicians to offer their clients, in
NZ general practice. With the contributors to obesity understood to be complex, multileveled, and
individualised, it is surprising that no intervention available within general practice meets all of these
obesity healthcare needs. Without any comprehensive interventions for clinicians to refer their
clients to, systemic concerns and questions about how clinicians are even supposed to deliver
effective obesity healthcare in their practice remain. If obesity health outcomes are to improve, as
has been the aim for the past 30 years, an effective, comprehensive weight management
intervention is crucial.

Conflicting Current Nutritional Guidelines

The NZ health system provides evidence-based nutritional guidelines (CWMG) for clinicians to use
when offering health advice to their clients for a range of issues, including weight management
(Ministry of Health, 2017). Clinicians positioned these nutritional guidelines available for them to
refer to as confusing, conflicting, and contradictory (chapters 6 and 7). It is recognised that dietary
needs are different for each individual and can vary in relation to a multitude of factors including
ethnicity, age, gender, employment type, lifestyle, or medical conditions (Ministry of Health, 2017,
2020), making the concept of a ‘standardised’ nutritional guidelines a complicated and even
guestionable task. However, these nutritional guidelines are blanket guidelines for all general
practice across NZ, and are not tailored for the rural culture which can experience difficulties in
access to affordable healthy food for a healthy lifestyle (National Health Committee, 2010; Rural
Health Alliance Aotearoa New Zealand, 2019). These nutritional guidelines are also not tailored for
the indigenous food practices in rural areas and were considered not useful for clinicians to offer
their rural or indigenous clients. While there is a plethora of nutritional information available, any
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advice given in rural general practice would benefit from being suitable and relevant to the rural
sociocultural norms if they are to have maximum efficacy.

GP’s (in chapter 6) specifically highlighted how the nutritional guidelines orientate around specific
‘disease’ needs and can be difficult to navigate if their client has more than one health issue
affecting their quality of life. Obesity, if left unchecked, can lead to further comorbidities (such as
type 2 diabetes, heart disease, and depression) (Ministry of Health, 2022b) and when nutritional
guidelines contradict each other, both the clinician and client experience confusion around the best
way to improve health outcomes (as highlighted in chapters 6-9). This indicates that there are some
‘holistic’ dietary needs (which encompass a client’s multiple health issues) that are potentially not
being met, which could benefit from being addressed to ease confusion and improve health
outcomes for these clients. Notably, the role of a dietitian is a referral option for these types of
complex nutritional needs in general practice (Ministry of Health, 2017), and the value of dietitians
working in primary care as part of a multi-disciplinary team within obesity healthcare in NZ has
recently been identified (Beckingsale et al., 2016; Howatson et al., 2015). However, clinicians in this
research stressed how access to dietitians is limited rurally when compared with urban practices.
Having dietitians based in rural general practice could ease this access barrier for clients and enable
clinicians to have to an effective form of care they could guide their clients to for help. However,
dietitians based in rural contexts would also need to offer non-conflicting dietary advice that was
suitable for their clients living in rural culture, as well as provide dietary healthcare that was tailored
for indigenous culture living rurally if health outcomes are to improve.

With the lack of dietitian or other health practitioners based ‘in-house’ in rural practices and
conflicting nutritional guidelines (non-rurally specific) to work with, clinicians expressed the
challenging nature of attempting to offer rurally relevant weight management advice. The
participants in this research identified there to be a complex nutrition environment in which they
work in, with diverse potential sources of knowledge (such as internet, fad diets, ‘quick fix’
commercial companies, and word of mouth). To overcome these challenges, clinicians attempted to
offer ‘practical’ advice to clients that minimised confusion, was individually tailored, and could be
within financial reach of many of their rural clients. This advice included behaviours such as
switching from dark-blue-top milk to a lower fat content light-blue-top milk, or removing sugary
drinks (like Coca-Cola) from the home (chapter 7). In addition, clinicians offered advice for other
elements of effective weight management, including exercise options that were more accessible for
their rural clients, such as housework activities or walks for daily exercise instead of attending an
exercise facility (if there even was one locally). However, clinicians also noted that they were reliant
on their own sense of what might work in any given case, depended on their own personal
experiences and were aware that this could differ between them all as clinicians and cause further
confusion for clients (chapter 7). Essentially, despite the clinician’s efforts to offer their client non-
conflicting advice from the national nutrition guidelines, confusion still reigns supreme across the
client’s weight management experiences in general practice. This was confirmed by clients
(highlighted in chapters 8 and 9) that they received inconsistent information from their healthcare
professionals, which left them unsure of who to turn to for ‘trustworthy’ or “factual’ nutritional
advice for weight management. Potentially, having qualified professionals, such as a dietitian, based
in-house at a rural general practice, could assist with reducing this confusion for clients and improve
their weight management experiences and health outcomes.

Lack of Rural General Practice Systemic Support

Clinicians (chapter 6 and 7) expressed that rural general practice received minimal systemic support
from the public health system, including obesity healthcare, which was perceived to act as a barrier
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to effective weight management. Clinicians (chapter 6 and 7) reported issues including lack of rural
health funding, lack of rural staff (such as sharing nurses with neighbouring towns), lack of local
resources or facilities, locality isolation or restrictive lifestyle (no internet signal in some areas) and a
lack of culturally appropriate resources (rural culture or indigenous culture), which all impacted the
efficacy of obesity reducing strategies in their rural practices. Clinicians (chapter 6 and 7) expressed
that the very health system they work for is not fully aware of the limitations of rural health, rural
working conditions, or rural needs, at any government level. Instead, clinicians (chapter 6 and 7)
claimed that they are unable to fully rely on certain aspects of their own health system for obesity
management. Clients’ views aligned with clinicians whereby they perceived that rural health was not
appropriately catered for, with a lack of understanding about the difficulties in accessing healthcare
due to the necessity to travel, or the financial and time costs associated with attending healthcare
(chapter 8 and 9). Rural health has been identified to experience many barriers in previous
international weight management literature, including access and locality limitations, lower amounts
of facilities or commercial weight management choices (Alsop-ten Hove, 2019; Davis-Wheaton,
2013; National Health Committee, 2010; Rural Health Alliance Aotearoa New Zealand, 2019).
However, if rural general practice is expected to deliver quality weight management healthcare,
then strong systemic foundations with relevant and rurally appropriate support for clinicians are key.
Increasing the amount of rurally based staff, and providing adequate training around the unique
rural health culture for those working in these rural spaces, could be beneficial for rural support and
improving health outcomes.

Time Consuming Nature of Obesity ‘Treatment’

The complex and individualised nature of obesity makes its management complicated in the short
time frame of a general practitioner consult. Unlike some other health issues treated in general
practice that have an evidence-based agreed upon ‘best treatment’ (for example prescribing
antibiotics for treating an infection (BPACnz, 2021)), obesity has a range of ‘treatment’ approaches.
Clinicians (chapter 6 and 7) and clients (chapter 8 and 9) highlight that achieving successful weight
management was more complicated than just the physiological aspect of a ‘calorie manipulation’ or
deficit. While both clinicians and clients acknowledged that a calorie manipulation is a non-
negotiable element required for effective weight management, there was also a shared
understanding that each client experiences different barriers when attempting to achieve or
maintain a calorie deficit plan (of any kind), which is where many difficulties in ‘treating’ obesity
originate from. Identifying, understanding, or treating these underlying, personalised barriers was
recognised as vital for successful weight management. However, to do so takes significant amounts
of time and a strong therapeutic relationship with the client (chapter 6 and 7). Unfortunately, this
crucial element of time is a factor that a general practice model is not equipped to offer with only
10-15 minute GP consultations. Nurses can sometimes afford longer with their clients, however,
other healthcare needs and expectations of tasks within that time frame is also strained (chapter 7).
Nurses also reported that their time frame is still not long enough to develop a strong therapeutic
relationship that is often needed for effective obesity management (chapter 7). The time-consuming
nature of comprehensive obesity healthcare raises concerns about a general practice clinician’s
physical capacity to deliver this healthcare effectively in their role. Perhaps, introducing a health
professional with available time (and appropriate training on the complexities and nuances of rural
obesity and its management) situated within the rural practice could assist with reducing this
reported ‘lack of time’ barrier experienced and enable strong therapeutic relationships with clients
to be developed.

Role of a Clinician with Obesity Management
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Despite the complex individualised nature of obesity, and the positioning of general practice
clinicians as suitable for delivering obesity healthcare, clinicians and clients questioned the extent of
a clinician’s involvement with a client’s weight management endeavours. GP’s (chapter 5 and 6)
suggested that certain aspects of a client’s weight management needs were outside the scope of
their practice, and instead, required care along social services or professional psychologist avenues
(for underlying trauma or social determinant factors influencing effective weight management
strategies). Nurses (chapter 7) also stressed that their role became significantly multi-faceted when
delivering obesity healthcare. These ‘roles’ extended beyond the mainstream responsibilities of a
clinical nurse and overlapped with responsibilities found in roles such as a health coach, counsellor,
motivational speaker, social worker, public health educator, facilitator, or social support person (as
detailed in chapter 7). However, GP’s are by definition ‘generalists’, not specialists, and nurses,
despite having an invaluable skill repertoire, are not qualified psychologists, counsellors, or
educators. The role of a clinician in obesity management has been identified as unclear in prior
studies, with systemic responsibilities conflicting with practical demands of the role in many cases
(Bell et al., 2018; Carryer et al., 2011; Epstein & Ogden, 2005; Nolan et al., 2012). This research offers
some support for these previous studies, however, extends this to the NZ rural sector as well. The
role of a general practice clinician is valuable as they can act as a great support or ‘health guide’ for
their clients, having strong relationships with their clients, and advising them of best options to
improve their health concerns. However, as highlighted by both clinicians and clients in this research
(chapters 6-9) there is little ‘effective’, accessible, indigenous, or rurally appropriate interventions or
health professionals to guide their clients to.

The limited effective weight management options for rural general practice to refer their clients to
was reported to threaten to jeopardize the strength of the crucial clinician/client relationship.
Clients reported (chapter 8 and 9) that their obesity-related health needs were ‘holistic’ or multi-
layered, and reportedly not addressed in their general practice clinician interactions. Clinicians, in
turn, discerned a lack of accessibility to obesity intervention options (chapter 6 and 7) meaning they
had little to offer their clients that could address whole-person healthcare. With their healthcare
needs perceived as ‘unmet’ some clients questioned whether a clinician was an obesity ‘expert’ who
could even help them in any meaningful way (chapter 9), potentially hindering the quality of the
relationship. This suggests that the role of a general practice clinician becomes even more difficult,
whereby without effective healthcare to guide their clients to, clients question the point of seeking
this healthcare from their clinician. This was expressed in chapter 9 where some clients highlighted
that they would not go to their GP for this help. This raises questions about the suitability of the
general practice clinicians tasked with the responsibility to provide obesity healthcare to a group
who potentially do not even seek said healthcare from them in the first place. Potentially, having
rurally appropriate avenues (interventions or health professionals to refer to) for clinicians to guide
their clients to could help to reduce the risk of damaging the therapeutic relationship, which is
considered vital for improving health outcomes by GP’s and nurse’s (chapter 6 and 7).

Previous literature has indicated that there are mixed views about the role a clinician should play in
a client’s weight management. Some clinicians did believe it was their responsibility to address
obesity in their practice (Buffart et al., 2008; Campbell et al., 2000), yet highlighted the
complications to do this in their role for a unique and self-manageable health risk (Claridge et al.,
2014; Epstein & Ogden, 2005; Glenister et al., 2017). Some clinicians put the responsibility of weight
management onto the client, were not convinced obesity is a medical problem or that is part of the
scope of general practice, believe clinicians should play a passive role in weight management, or that
clients lack motivation for change (Epstein & Ogden, 2005; Ogden et al., 2001; Sonntag et al., 2012;
Teixeira et al., 2015). However, other research has indicated that positioning the client as solely
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responsible for “failing’ to manage their weight is stigmatising and victimising which can further
perpetuate the obesity cycle and weight gain (Brewis, 2014; Puhl et al., 2020; Tomiyama et al.,
2018). While clinicians in this research (chapters 6 and 7) acknowledged that obesity needs to be
discussed and attended to within general practice due to its connection to other ‘clinical’ health
issues, clinicians also stressed that discussing obesity and delivering the actual obesity healthcare
themselves was difficult, supporting previous literature (Blackburn et al., 2015; Glenister et al., 2017;
Michie, 2007). Clinicians reported (chapters 4 and 6) feeling ill-equipped to provide effective obesity
healthcare and that discussions were delicate endeavours due to the stigmatised nature of obesity
outside the scope of general practice. Reflecting on these barriers expressed from a wider
perspective, this is understandable as there is minimal attention given to obesity management in
medical schools (Butsch et al., 2020; Forman-Hoffman et al., 2006; Mastrocola et al., 2020). This
raises further concerns around the efficacy of a general practice clinician in a weight management
role when the education system does not provide a curriculum that attends to the stigmatised and
individualised issues with obesity healthcare. Perhaps, the role of a general practice clinician could
be better utilised in a support role to a wider multi-disciplinary health team (that includes roles such
as counsellor, psychologist, social support workers, indigenous health professionals, dietitians) who
have adequate tertiary training with a working knowledge of effective obesity management.

Stigma and Power Imbalance Barrier to Discussing/ ‘Treating’ Obesity

Discussing, assessing, and managing obesity was expressed by clinicians as difficult to achieve due to
perceived stigma and power imbalances in the therapeutic relationship with their clients. Obesity is
a stigmatised phenomenon both within and outside general practice in many cultures (Brewis, 2014;
Lewis et al., 2011; Puhl & Heuer, 2010). Previous research has indicated that some clients have
experienced weight related stigma in their primary care interactions (Lee & Pausé, 2016; Russell &
Carryer, 2013). Some clinicians have identified that they are aware of the potential for stigma and
attempt to actively avoid it in their practice, however, this was positioned as difficult due to the
range of subjective perspectives obesity can embody (Glenister et al., 2017; Gray et al., 2018;
Michie, 2007). The clinicians in this research were aware of obesity stigma which impacted the
ability to raise, discuss and treat obesity within their practice (chapters 3, 4, 6 and 7). Health
messages are inevitably shaped by those delivering them and messages about obesity are no
exception. Previous literature has identified that the perceived weight of a clinician can impact how
health messages are received, where one study found that clients with obesity generally ‘trusted’
the weight management advice from a clinician who was overweight as opposed to a ‘normal’
weight (Bleich et al., 2013). However, another study indicated that a clinicians perceived excess
weight could negatively affect clients’ perception of the clinician’s credibility, level of trust, or impact
the likelihood of following the clinician’s weight management advice (Puhl et al., 2013). These are
based on perceptions, which can vary widely when it comes to obesity (Bell et al., 2017; Brewis,
2010; Howard et al., 2008). Yet, the perceptions of a clinician’s weight when delivering weight
management messages can potentially damage the therapeutic relationship with the client. In
addition, concepts such as ethnicity and socioeconomic status differences between a clinician and
client can contribute to a power imbalance in the therapeutic relationship, which is a complicated
space to navigate (Goodyear-Smith & Buetow, 2001). The clinicians in this research were aware of
the potential for power imbalances within their therapeutic relationships (such as being from a
higher income, ‘healthy weight’, or sometimes non-ethnic minority background than their clients)
and reported actively trying to avoid this imbalance or stigma with their clients (chapter 6 and 7).
Any risk of jeopardizing the therapeutic relationship was positioned as detrimental to the client’s
long-term health (chapter 6 and 7), and was actively avoided by these clinicians, which has been
noted in previous literature (Blackburn et al., 2015; Epstein & Ogden, 2005; Glenister et al., 2017).
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Avoiding obesity stigma is difficult due to the subjective and socially determined nature of ‘obesity’.
However, actions in other sectors of obesity healthcare could potentially assist with reducing stigma
through population health or public health campaigns. These avenues are outside the scope of this
thesis research context of general practice and are not discussed in detail here.

Key Outcomes: Barriers Outside General Practice

As chapter 4 highlights, not only were there significant barriers within the context of general
practice, significant barriers were identified outside the scope of general practice that influenced the
efficacy of weight management within general practice. Obesity is not only a clinical health concern,
but also a public health concern, and factors outside the control of a general practice clinician were
found to impact obesity management efforts by clinicians. These factors are outside the current
scope of general practice and the scope of this research thesis, however, health, and therefore
barriers to health, cannot be viewed in an isolated manner (World Health Organization, 2022).
Whilst some of the factors outside the scope of general practice are situated in different obesity
management sectors (such as population/ public health and more specialist secondary care), some
factors do overlap with this research thesis’ context of general practice. These overlapping factors
are included in this research thesis discussion, as the participants indicated that they are significant
to their weight management experiences in general practice, and are therefore relevant to this
research findings and conclusions. The factors outside the scope of general practice highlighted by
participants include social determinants of health, the obesogenic environment, the privatised
weight management industry in society, and the sociocultural norms in which participants lived in.
Whilst these are detailed in chapters 6-9, an overview is discussed below.

Social Determinants of Health

Obesity is influenced by many factors, with social determinants of health identified as a significant
influencer by both clinicians and clients (chapters 6-9) supporting the WHO view of health (World
Health Organization, 2022). Social determinants of health shape all engagement with healthcare
services, however, there is less resources and different social determinants that are dealt with in
rural settings (Alsop-ten Hove, 2019; National Health Committee, 2010; Rural Health Alliance
Aotearoa New Zealand, 2019). Clinicians understood that their clients’ financial situation, education
levels and sociocultural groups they belong to (and the norms that go along with those groups)
impacted the ability to find a suitable weight management option that could be achievable within
the limitations of their rural lifestyle (chapter 6 and 7). Clients were aware that their environment,
income, lack of access to healthy affordable food, and the rural locality in which they reside in, all
influenced the efficacy of their weight management strategies or obesity related behaviours
(chapter 8 and 9). Both clinicians’ and clients’ views were aligned and understood that social
determinants of health could be problematic and act as a barrier to effective weight management in
rural settings, supporting previous literature (Alsop-ten Hove, 2019; National Health Committee,
2010; Rural Health Alliance Aotearoa New Zealand, 2019; Sapaugh, 2018; World Health
Organization, 2022). These social determinants of health further impact the efficacy of any weight
management intervention, make the role of a clinician to help their client more difficult, and has
significant impact on the overall quality of life for an individual. Acknowledging and including rural
social determinants of health into obesity healthcare could be useful to develop flexible, tailored,
and comprehensive interventions and increase efficacy potential.

Obesogenic Environment
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Both clinicians’ and clients’ perspectives aligned with the barrier of obesogenic environments that
influenced the efficacy of any weight management efforts (chapter 5-9). The rural towns in this
research were perceived to have high rates of ‘unhealthy’ food outlets (such as bakeries or fast-food
take-aways) which were cheap and affordable options for low-income households. A lack of
commercial competition meant that competitive pricing was minimal whereby in some cases, there
was only one local grocery store or mini-supermarket and little (or no) functioning exercise facilities
locally (chapter 6 and 7), further limiting the options available for clients. Previous literature has
identified how low-income communities can be ranked high for obesity promoting environments
(Swinburn, 1999) as well as subject to the consequences of purposeful tactics used by large
companies to influence public policy and opinion to their favour of unhealthy food promotion (Sacks
et al., 2018). Whilst the rural areas in which practices and participants resided varied, the majority
had a high-density of obesity-promoting food establishments and/or minimal fresh-food options that
were affordable. The obesogenic environment and wider political influences make the role of a
clinician even harder, because the general practice ‘healthy lifestyle’ advice is challenging to follow
in the heavily advertised ‘cheap’ and ‘easy’ food environment that their clients exist in. This indicates
that any future weight management strategies offered within general practice could look to include
education around how to navigate these obesogenic environments to increase the chances of
successful obesity management for clients and improving health outcomes.

Privatised Weight Management Programmes

Obesity, whilst considered a clinical health issue in general practice, can be ‘treated’ outside the
general practice context. This is seen through clients’ own self-designed calorie deficit strategies, or
through commercial weight management companies (Les Mills, 2022; Weight Watchers, 2022).
However, the efficacy of these options for primary care clients is questionable as they are not
regulated by the same evidence-based bodies used for general practice (Gudzune et al., 2015;
Laudenslager et al., 2021). This research does not investigate the efficacy of, or wider socio-ethical
issues and debates with the ‘diet industry’ phenomenon (Bgdker et al., 2015; Fleck, 2003; Mandle et
al., 2015; Mello et al., 2003; Ogden et al., 1992; Sacks et al., 2018) which are extensive. However,
these programmes are factors influencing the experiences with weight management for clients and
clinicians in this research and are therefore contextually acknowledged. Health systems in the UK
and Australia have explored referral options to some of the more ‘mainstream’ commercial
companies (Ahern et al., 2011; Allen et al., 2015; N. R. Fuller et al., 2014; Jebb et al., 2011). However,
as previously indicated, these are primarily accessible options for more urban areas, with little or no
rural communities able to access ‘local’ commercial programme meetings weekly, or have limited
internet access to ‘attend’ remotely for example.

This research thesis found that while some clinicians highlighted that commercial programmes can
be effective, they were viewed with scepticism, as the ‘efficacy’ was on a case-by-case basis and
depended on other individual factors, such as health literacy, financial ability to attend the
programmes (as usually out of town) and psychosocial factors of the client (chapter 6 and 7). Clients
in this research thesis were aware of these commercial companies, however, they were viewed with
suspicion. Clients (chapters 8 and 9) indicated that while companies advertised a ‘product’ (weight
loss) that technically would be effective (a calorie deficit programme), these were situated within a
business model that was structured to make a profit from the obesity health issue. In many cases,
weight management was not achieved (or maintained long-term) which left the clients questioning
who the ‘trust-worthy’ weight management ‘professionals’ or ‘experts’ actually were (chapters 8 and
9). Clients reportedly experienced concepts of confusion, tension and frustration as to the ‘best way’
to manage their weight, as these nutritional messages from commercial programmes differed,
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sometimes significantly, and were viewed as contradictory (chapter 8 and 9). Whilst this research
does not explore the experiences with commercial weight management options, there was notably,
a significant lack of discourse around any weight management plan that was tailored to the rural
culture or indigenous culture, indicating another potential barrier for rural communities wanting to
access commercial options.

Sociocultural Norms

This research thesis identified that sociocultural ‘norms’ were a significant barrier to weight
management and often located outside the scope of general practice. Clinicians were aware that
some of the cultural, or rural social norms dictated the social customs (chapter 6 and 7) of the
communities their clients lived in. Rurally, community involvement was found to be crucial to rural
lifestyle. Clients reported that ‘offending’ someone by refusing their food, or not eating everything
on their plate, was seen to be a social custom or behaviour that was detrimental to maintaining
social connections (chapter 8 and 9). However, this meant that any calorie deficit or manipulation
programmes that clients may be attempting were potentially jeopardised. For some clients (chapter
8 and 9), risking damage to a social connection or cultural connection was to be avoided and this
trumped weight management requirements, acting as a further barrier to effective obesity
management. This research indicated that some of the ‘norms’ clients identified with, were counter-
productive to weight management efforts, making it more challenging for clinicians to help clients
improve their health outcomes. This finding indicates that any interventions or nutritional advice
developed for rural general practice use, would benefit from including factors that enable clients to
maintain their cultural and social connections that are significant to their rural sociocultural norms,
including indigenous cultural norms.

The normalisation of obesity has been identified in previous literature to potentially hinder the
obesity healthcare efforts of clinicians in general practice (Johnson et al., 2014; Patterson & Hilton,
2013). Clinicians (chapter 6) and clients (chapter 8) perceived rural areas to be more accommodating
of obesity whereby it was positioned as ‘okay’ or ‘normal’ to be obese in rural towns. Previous
literature has indicated that cultural norms can shape the way in which obesity is perceived (Ball,
2010; Bell et al., 2017; Brewis, 2010) which this research found support for from both client and
clinician experiences. However, this normalisation of obesity in rural areas could potentially be
acting as a barrier, which makes the role of a clinician challenging because what is seen as ‘normal’
outside general practice, is considered a significant health risk within general practice. The
differences in these ‘norm’ perspectives can make discussion and assessing ‘obesity’ complicated
within the general practice context (Johnson et al., 2014). However, if obesity related health
outcomes are to improve, then any efforts would benefit from being positioned in a way that both
clinicians and clients benefit. Notably, public health campaigns could be an ideal area for increasing
obesity health awareness about obesity ‘norms’, however, this is not the area of focus of this
research thesis and is not detailed here. At a general practice level, any interventions developed in
the future should potentially include aims to reduce the comorbidity risk factors of obesity (such as
diabetes, heart disease, stroke) rather than weight in isolation, which could align better with a rural
cultural obesity ‘norm’ perspective.

Addressing Barriers: Intervention Approach Opportunities

Effective Weight Management Intervention Development

Developing a weight management intervention that is considered ‘effective’ for rural general
practice clinicians and clients would be useful for improving obesity health outcomes. This research
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found that an effective intervention is one that is accessible and available for rural clinicians to offer
their clients within general practice and that suits rural sociocultural norms and culture, including
indigenous culture. Intervention options would be more effective if they include components that
are rurally feasible, practical, financially achievable, and work within the limitations of clients’ rural
lifestyles (such as social determinants of health limitations or areas with little, or no, exercise
facilities or affordable transport options). These interventions would benefit from including a multi-
pronged approach to maximise efficacy (as advised by the WHO and Health NZ) which includes all
significant elements to weight management such as dietary changes, exercise engagement,
behavioural changes and tailored to be culturally appropriate (Ministry of Health, 2017; Norman et
al., 2021). Learning from past weight management strategies and building upon these interventions
further could assist with avoiding past mistakes. For example, some culturally-specific interventions
might maximise efficacy by being situated within culturally appropriate environments and principles,
such as with Maori health providers on Marae or in other places of cultural congregation (Bell et al.,
2001; Forrest et al., 2016; Harding et al., 2021) in NZ. Additionally, drawing on previous rural
interventions and working with each unique community (Coghlan, 2014; Harding et al., 2021) to
avoid the known rural health inequities (Alsop-ten Hove, 2019; Crawford et al., 1998; National
Health Committee, 2010; Rural Health Alliance Aotearoa New Zealand, 2019; Sapaugh, 2018), could
also be useful and may yield positive results. With the health system changes currently happening in
NZ (New Zealand Government, 2022), there is an opportunity for a new way of addressing obesity
healthcare and potentially, the development of integrated localities allows better integration
between general practice and other primary care practices working within rural communities and
the obesity healthcare space.

Clinician Obesity Education Intervention

Obesity has become a significant health issue in itself, yet previous literature has highlighted that
obesity education in medical school curriculum is given little attention (Butsch et al., 2020; Forman-
Hoffman et al., 2006; Mastrocola et al., 2020). Both GP’s (chapter 6) and nurse’s (chapter 7) in this
research thesis expressed the difficulties in ‘treating’ a health issue that affects each client
differently. Some clinicians highlighted that even raising the topic was difficult which supports
previous findings (Glenister et al., 2017; Gray et al., 2018). Intervening in this space, and better
equipping the healthcare workforce could assist with reducing some of the difficulties clinicians
expressed in this research thesis. Teaching obesity related healthcare in medical programmes has
been called for recently and suggested to be beneficial, including not only the biological markers, but
also the socioenvironmental determinants of weight and the ways in which stigma can actas a
contributor to obesity as well (Butsch et al., 2020; Talumaa et al., 2022).

Reclaiming Obesity Discourse Intervention

Clinicians in this research thesis expressed that raising and discussing obesity in their consultations
was difficult because of the perceived stigma associated with obesity and a desire to not risk
jeopardising their vital therapeutic relationship with their client (chapter 6 and 7). Many clients
(chapter 4, 8 and 9) perceived obesity stigma and discrimination to be present in their general
practice interactions which damaged the relationship with their clinician, or became a barrier to
seeking future healthcare. Intervening in this context by disassociating ‘obesity’ with perceived
stigma and discrimination, at least within the general practice environment, could assist with
minimising potential damage to the therapeutic relationship. Significant arguments highlight that
obesity is not directly correlated to ‘health’ (Bacon, 2010; Campos, 2004) and body size is not
considered a negative health issue from different cultural perspectives (Ball, 2010; Bell et al., 2017;
Brewis, 2010; Ulijaszek & Lofink, 2006). Whilst this research does not address these debates, these
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views are important to acknowledge as they impact the way in which obesity is defined, discussed,
experienced and ‘treated’ both within and outside of general practice, and is contextually relevant to
these findings. In this case, re-framing the discourse around ‘obesity’, at least in the general practice
context, towards a clinical ‘health-risk’ association, could potentially ease the difficulties of raising
obesity health discussions experienced by these clinicians and reduce the perceived stigma and
discrimination experienced by clients. Aligning obesity discussions with ‘health’ and not forms of
social judgement, could potentially lead to reducing negative experiences for clients that discourage
them from returning to seek healthcare or damaging the therapeutic relationship.

Population Health Overlap

The participants in this research thesis highlighted that education and obesogenic environments
were relevant to their weight management experiences and warrant attention. Whilst the focus of
this research thesis is not on population obesity health, these elements were expressed as significant
to the experiences with weight management in general practice by these clients and clinicians and
are therefore included in this section. This research does not offer any public health
recommendations as this was not the aim of this research thesis, however, elements of overlap are
notable for this discussion. In the last 50 years, the food climate has dramatically changed in NZ,
with obesity-promoting environments present in many urban and rural areas (Carter & Swinburn,
2004; Lake & Townshend, 2006; Swinburn, 1999). Clinicians (chapters 6 and 7) described the
obesogenic environments their clients lived in to have negative influences on their clients’” weight
management efforts. Preventing these obesogenic environments from being established in the
future could be beneficial for reducing the adverse effects obesogenic environments have on health.
Education, or extending the current teachings around how to navigate this modern food climate,
could be beneficial for achieving healthy lifestyles. This could include aspects of the food climate
such as, how to effectively read, interpret and understand food labels on supermarket products,
recognising processed versus unprocessed ‘whole’ foods, best practice for storing and cooking food,
and appropriate portion sizes for individual lifestyle needs. Education would also benefit from being
centred around or tailored for specific needs of different sociocultural groups, specifically indigenous
Maori, rural, or high-deprivation populations. However, any public health campaign strategies that
are to be promoted to any specific group would need to take into account the need for not
jeopardising any social, cultural, or familial connections or responsibilities (which was positioned as
significant to the client experience in chapters 8 and 9).

Addressing Barriers: Research Approaches

Rural / Indigenous Obesity Health Needs Research

There is very little variety of research on the obesity health issue or culturally appropriate ways to
improve health outcomes for indigenous or rural populations in NZ. Previous research has already
identified that culturally appropriate interventions that utilise a co-design process are beneficial for
successful health promotion endeavours and improving health outcomes (Harding & Oetzel, 2019;
Harding et al., 2021). Obesity management has also been demonstrated to be no different, with
previous literature highlighting the benefits from culturally appropriate intervention designs
(Eggleton et al., 2018; Forrest et al., 2016; Harding et al., 2021) for improving health outcomes. In
addition, improving health for different rural areas requires a tailored approach as each community
has different health needs. One example of a beneficial research approach is Community Based
Participatory Research (CBPR) (Coghlan, 2014; Salimi et al., 2012) which could be useful and
translatable to obesity health management for the rural communities of NZ. CBPR can also be
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utilised for specific cultural groups to ensure that the community has a voice and autonomy over
their health or any health changes. In addition, utilising research techniques that orientate around
indigenous worldviews can ensure the development of a culturally relevant and safe research or
health improvements. One example in NZ is utilising Kaupapa Maori research designs and Maori
health models such as Te Whare Tapa Wha (Ministry of Health, 2015). While it is noted that there is
minimal literature available, this is through the western-centric channels of sharing knowledge, such
as peer-reviewed reports and journal publications, including indigenous journals. However, there are
alternate ways of sharing health knowledge and it is possible that health understandings have been
shared through indigenous storytelling avenues inter-generationally (Iseke, 2013; Martin, 2012) that
are appropriate to particular cultures or communities. Potentially, there could be information about
useful research approaches that can assist with improving obesity related health outcomes that are
known by community members, but not outside that community’s relationship boundaries.
Including community lead, or co-lead indigenous research approaches to obesity literature could be
useful for ensuring a range of health knowledge is included in any health improvement endeavours
for specific rural communities.

Significant research is needed to identify the specific needs of rural general practices to deliver
effective healthcare, including weight management healthcare. Clinicians (chapters 6 and 7) and
clients (chapters 8 and 9) expressed that rural health needs are not understood at a
national/government level and experience attention or neglect. Research into the systemic support
that is desired by rural practices could help to identify areas of rural health improvement, which
could transcend into other rural regions of NZ. For example, clinicians in this research claimed that
more funding, staff, and accessible resources are needed to effectively deliver obesity healthcare
(chapters 6 and 7). Research to recognise, define, and quantify the needs of rural practices would a
be a useful first step to measure if these needs are met or unmet in rural practices. This could help
rural general practice be better equipped and supported in their roles when delivering future obesity
healthcare. However, as previous literature has highlighted (Alsop-ten Hove, 2019; National Health
Committee, 2010; Rural Health Alliance Aotearoa New Zealand, 2019), each rural community has
their own unique locality and facility needs. Therefore, any research, or form of ‘health needs
assessment’ of unmet rural healthcare or practice is recommended to be on a community-by-
community basis and not a generalised rural level.

Research into Rural Nutritional Guidelines

Both clinicians (chapters 6 and 7) and clients (chapters 8 and 9) in this research thesis expressed
confusion around nutritional guidelines and a lack of rurally tailored nutritional guidelines. While
nutritional needs are recognised to be subject to many factors for each individual (Ministry of
Health, 2017, 2021a) research into updating and developing nutritional guidelines that are better
suited to a rural-specific culture, as well as indigenous culture, could be useful. Utilising a rural-
specific nutritional guideline resource would assist with clinicians offering rurally tailored and
applicable health advice to their clients, strengthen the therapeutic relationship as clients would be
guided to more effective weight management strategies that are useful for them, and assist with
improving obesity related health outcomes. While the ability to 'standardise’ nutritional guidelines is
a questionable task (due to the individualised nature of nutritional needs (Ministry of Health, 2017,
2021a)), establishing a reliable and trustworthy source of information for clinicians to offer their
clients could reduce the potential for clients receiving contradictory information between clinicians
(as highlighted in chapter 7 by clinicians and chapter 8 for clients). Research into what a rural food
climate looks like could be investigated, as the national food climate has changed since the
introduction of processed foods. The traditional, stereotypical ‘rural lifestyle’ has also changed,
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whereby farm work that was considered manual labour, is now utilising technology and reducing
physical activity. An appraisal into identifying what a rural-culture food climate consists of would be
useful to inform any development of rural-specific nutritional guidelines in the future.

Feasibility of Regulated Obesity ‘Expert’ Professionals

Clients (chapters 8 and 9) expressed significant frustration about where to go, or who to go to, for
reliable ‘trust-worthy’ dietary advice or information. Regulating obesity healthcare professionals
with measurable qualifications could help ease this confusion and tension about who the obesity
‘experts’ are for clients. While there are regulated roles already in primary care and general practice
(under the Health Practitioners Act 2003 (New Zealand Legislation, 2003)), this research indicated
that clients lacked awareness of how to distinguish between professionals and some regarded
nutritionists as ‘experts’ (chapter 9) despite this not being a regulated role in clinical contexts.
Investigation into the feasibility of regulating specific obesity healthcare professionals or establishing
obesity healthcare qualifications could be useful to reduce this difficulty for clients. Further to this, if
public health campaigns are actioned and encourage the public to visit their healthcare professional,
then these health professionals would need to be adequately trained to deliver effective obesity
healthcare. Ensuring that the obesity ‘specialists’ that clients are referred to are competent and
comprehensively educated for this role through regulated qualifications, could help clients recognise
a ‘trust-worthy’ expert and ensure the advice they receive is reliable and not detrimental to their
health long-term.

Positioning of General Practice as Best Suited Appraisal

Currently, the MoH sets out general practice to be ‘best suited’ to deliver obesity healthcare
(Ministry of Health, 2017) whereby general practice clinicians have the ability to assess, measure,
manage and monitor their client’s weight over time. While the health system does provide some
weight management interventions through general practice, this research thesis found that
clinicians and clients positioned these options as not suitable or accessible by many living in rural
communities. The findings from this research thesis’ reviews, GP survey and interviews (chapters 3-
9) indicate there to be many barriers to effective obesity healthcare in this rural general practice
space. Significant barriers were highlighted by both clinicians (chapters 6 and 7) and clients (chapters
8 and 9) and orientated around a lack of ability for rural general practice to address the individual,
holistic, and underlying complexities of obesity in a short consultation time frame and with minimal
staff, resources, or ‘effective’ interventions available to offer rural clients. These are significant
barriers experienced for a context that, for a long time now, considered ‘best-suited’ for delivering
obesity healthcare. Obesity and obesity related comorbidity rates have continued to rise in the last
30 years (Ministry of Health, 2021b) which consequently, lead many clinicians and clients to question
the concept that rural general practice is ‘best suited’ for such a complex and individualised health
issue that is obesity.

Concerns around rural general practices’ ability to deliver effective weight management was an issue
for both clinicians and clients. Clinicians expressed a desire to be an effective health guide for their
client’s obesity related health issues, yet expressed they were in a near impossible position to do so,
due to minimal rurally appropriate or indigenous culture appropriate weight management
interventions, rurally relevant nutritional information, or minimal health professional referral
pathways (such as no on-site dietitian located rurally) (chapters 4-7). Many clients expressed a desire
for obesity healthcare from trusted, qualified professionals who could assess their ‘whole-person’
needs for such a complicated phenomenon (chapter 9) which they often felt was not achieved in
their general practice consults (chapter 8 and 9). Consequently, some clients explicitly stated that
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they would not seek advice from their general practitioner for weight management due to the
conflicting messages and unhelpful advice they received (chapter 9). On the one hand, clinicians
work in a system that expect them to deliver effective weight management in their role, yet provides
‘impractical’ interventions for the majority of their rural clients. On the other hand, clinicians have
clients who, in some cases, do not even seek them for weight management advice in the first place
(chapter 8 and 9), raising concerns about how a clinician is supposed to deliver effective obesity
healthcare.

Despite the many barriers expressed with the current obesity healthcare model in general practice,
clinicians and clients offered ideas on what is needed to overcome their barriers to effective weight
management. Clinicians called for more rural health awareness, funding, resources, access to rurally
appropriate interventions and a wider range of staff available rurally (such as dietitian) to deliver
effective weight management strategies (chapter 5-7). Clients (chapter 8 and 9) called for healthcare
that aligned with an obesity specialist service/s, which could offer weight management advice from
qualified ‘trust-worthy’ health professionals who had the time, resources and understanding of the
holistic and complex components that contribute to an individual’s obesity. At this current time,
rural general practice is not set up to accommodate these ‘facilitators’ of health identified by
clinicians and clients, indicating an area for assessment and improvement moving forward.

The barriers identified and solutions offered by clinicians and clients suggest that potentially, the
very context where weight management is thought to be effectively delivered, could be acting as a
barrier to itself. While a general practice has advantages to delivering obesity healthcare due to the
frequency of which clinicians see their clients over time, the positioning of weight management in
general practice could be hindering the efficacy of its very aim (to deliver effective obesity
healthcare). General practice is not set up to deliver effective healthcare due to interventions not
being comprehensive (not including all four key elements of a weight management strategy as
highlighted in chapter 3), nutritional guidelines not tailored to the unique rural or indigenous
culture, lack of clinician support or training around the complexities of obesity healthcare, and a lack
of time in the consultation to address holistic health factors potentially contributing to obesity
health issues for their client (chapters 5-7). A recent NZ study indicated that obesity behavioural
change interventions in primary care produced modest weight loss results, and that potentially due
to the time, cost and the strain on the primary care workforce, these interventions are best aligned
with, but delivered outside primary care (Krebs, 2022; Madigan et al., 2022). The views of clients and
clinicians in this research thesis offer supportive evidence for Krebs’ (Krebs, 2022) findings. However,
with any obesity referral pathways outside general practice, there is again the issue of whether this
is suitable for rural general practice, as weight management options outside general practice were
questioned by these rural participants due to being largely inaccessible already.

Multi-disciplinary Team

Accessibility to weight management interventions that were rurally applicable was a key issue
throughout this research from both clinicians and clients (chapter 6-9). Effective obesity healthcare
delivery for rural general practice clinicians was positioned throughout this thesis research as
difficult to achieve, with many barriers experienced and minimal ‘useful’ interventions available for
clients to be guided to rurally. Whilst this research offers support for previous literature highlighting
the need for reducing the strain, time, and cost issues on clinicians to deliver weight management
interventions in their practice by having strong referral pathway options (Krebs, 2022), this study
suggests an appraisal be conducted to determine the suitability of this change for rural health
culture specifically. Rural health is notably different to their urban counterparts and as such could
require a more tailored approach for addressing obesity barriers in general practice. Stronger
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referral pathways were argued to be important from both rural client’s and clinician’s perspectives
(chapters 6-9). However, accessibility to secondary care or specialist obesity management was a
significant barrier due to time, locality and financial cost to attend, in addition to the perceived lack
of understanding about a rural or indigenous food climate culture.

Two significant over-arching themes found in this research thesis suggest that perhaps, having a
rurally based multi-disciplinary team located in general practice, would be more suitable for rural
general practices to alleviate the strain on the clinician as well as access barriers for clients. The
themes this research thesis found was the lack of healthcare options available rurally, and that many
clinicians and clients called for a wider range of care to be available in the form of ‘expert’ qualified
staff (chapters 6-9) such as dietitians, counsellors, social support facilitators, or obesity health
educators who had the training, knowledge and time to address the complexities of obesity,
especially with a rural or indigenous culture worldview. While this research thesis supports the need
for reducing the strain on general practice clinicians dealing with a complex issue (that is calling for a
specialist role systemically) by having expert help to refer to (Krebs, 2022), this research
recommends ensuring this ‘expert’ help is locally accessible for rural clients. Potentially, having a
rural general practice based multi-disciplinary team who can deliver effective, comprehensive
obesity healthcare be available for the clinicians to guide their clients to, and who are accessible for
rural clients, would be beneficial for reducing health barriers, inequities and improving health
outcomes for rural communities.

Implications

As previously outlined in each of the publications, there are implications for each study within their
specific field and each offer valuable insights into the barriers of obesity management. In addition,
this research thesis has made important contributions to the field of obesity healthcare, and obesity
in rural general practice, including: the first systematic review of the efficacy of weight management
interventions in general practice; the first meta-ethnography review of NZ clinician and client
perspectives of obesity healthcare in general practice; advances in knowledge of rural clinician and
client perspectives of what ‘effective’ weight management is in general practice; advances in the
synthesis of clinician and clients views in NZ; and novel contributions to knowledge of barriers to
obesity healthcare in NZ rural general practice highlighting practical application avenues to explore
moving forward. While it is important to continue advancing academic knowledge, debate and
understand the lived experiences of obesity and its effective management, the findings in this
research thesis are also of importance to health service providers and policy makers.

Implications for NZ Health

Firstly, this research thesis identified key factors that affect the efficacy and ability of rural general
practice obesity healthcare services, and provided evidence that could help the national Rural Health
Alliance and Health NZ with their efforts to reduce rural health inequity. The MoH has identified a
key level of intervention to reduce inequity is to remove barriers in accessing health services and
ensuring the equitable distribution of health services (Ministry of Health, 2002). The GP survey study
(chapter 5) as well as the interviews with clinicians, clients and Maori health providers (chapters 6-9)
identified that there were significant barriers to health access rurally, including a lack of health
services distributed to rural areas. This indicates a key area of potential improvement from a
national policy level, whereby improving obesity management outcomes can be partially contributed
to through equitable distribution of rural health services. This approach could include ensuring
obesity referral options through general practice be made more available (and accessible) rurally,
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specialist healthcare staff (such as dietitians) are accessible for each rural area (not sharing nurses
with other neighbouring towns for example), weight management programmes held in local rural
locations (removing the barrier of inaccessibility of transport to a larger town), and developing
interventions that are culturally appropriate and feasible for rural and indigenous clients’ lifestyles.
While this research focused on the rural area of the Waikato region, these improved approaches
could also be adapted to other rural regions in NZ, each of whom will have their own specific health
access inequity experiences. Further, improved approaches could also include equitable access to
other obesity related healthcare such as the ‘holistic’ (as described by clients in chapters 8 and 9) or
‘underlying’ health issues (as described by clinicians in chapters 6 and 7) such as psychosocial,
financial, or culturally specific health care and services.

Secondly, this research is timely as NZ is currently undergoing a national health reform (Pae Ora
Healthy Futures Bill) (New Zealand Government, 2022) that aims to streamline the health system on
a national level as well as facilitate equitable health outcomes. This includes equitable
representation at executive level for minority groups including Maori, Pacific, people with disabilities
and rural regions (New Zealand Government, 2022). In the initial set up of discussions for the new
health system, rural health was not recognised as an area requiring specific representation,
however, has later been granted access to representation and recognition as a health group in its
own right, thanks to the Rural Health Alliance work efforts (Rural Health Alliance Aotearoa New
Zealand, 2019). The original lack of recognition of rural health within the wider system supports the
perspectives of clinicians (in chapters 6 and 7) who identified that rural health workforce and
communities were commonly forgotten, not supported, or not recognised by their very own national
health system. This research offers evidence for the Alliance and other Rural Health Organisations to
utilise and inform best practice moving forward. While reducing inequities in NZ has always been on
the list of ‘things to do’, the Government initiated a pro-equity mandate (Ministry of Health, 2018a).
This mandate, combined with the current health reforms aimed at improving health services for all
of NZ, including minority groups and those experiencing health inequity, indicates an ideal time to
act to eliminate inequities in the rural obesity healthcare context.

Thirdly, this research offers a key insight into the discrepancies of what constitutes an ‘effective’
weight management intervention for clients in rural general practices, which, from the perspective
of these clinicians and clients, are interventions that are rurally feasible, accessible, and work within
the limitations of rural living conditions. Both clinicians (chapters 6 and 7) and clients (chapters 8 and
9) stressed that no intervention would be effective (as in, produce weight loss) unless it was
applicable to the financial and sociocultural norms that the client lives in. This perception and
identification of a lack of ‘practical’ weight management interventions available rurally, further
supports the inequity of those working and living in rural health areas compared with their urban
counterparts. This is a key area of improvement (regardless of where obesity healthcare is
eventually situated) that could be addressed in the current health reforms, as this inequity
transcends rural Waikato areas and is potentially relevant for other rural regions in NZ. The current
health reform provides real opportunity to establish an obesity healthcare model which can operate
in a way that meets the needs of rural communities and the rural health workforce.

Fourthly, this thesis identified new difficulties and elements of strain on the already understaffed
rural general practice workforce experiencing inequity, which have not been explored previously in
this context. While urban and rural health are notably different (Rural Health Alliance Aotearoa New
Zealand, 2019; Triggs et al., 2007) this research thesis indicates the potential for some of the barriers
to transcend rural general practice and be relevant to urban general practice also. There is currently
a significant shortage of GPs and nurses in NZ, with rural areas experiencing more shortages than
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urban (Gooch, 2021), further highlighting another significant level of inequity for rural health (Cate
Broughton, 2021). Some general practices across NZ have closed their enrolment books and are not
taking on any new clients as they are already at maximum capacity (Gooch, 2021). This suggests that
the general practice workforce is working at an unsustainable rate, and that clients suffer from
further access difficulties as they are unable to attend their local general practice and need to pay
extra for emergency after hours clinics further distances away (Cate Broughton, 2021). In addition,
the barriers identified from both rural clinicians and clients within the context of general practice,
indicate there could be similar barriers being experienced in urban general practices. These include
obesity stigma issues, difficulties discussing and treating obesity, obesogenic environments, and the
impacts of the social determinants of health (chapters 6-9). This research thesis offers evidence of
further contributors to the strained clinician role, which potentially, could be acting as an additional
deterrent for overseas GPs and nurses to come and practice in NZ, and possibly perpetuating the
shortage of clinicians and strain on the current workforce. Removing unnecessary parts of the
clinician workload (such as developing an obesity referral pathway (Krebs, 2022)), or offering more
systemic support for rural clinicians through adequate funding, resources and staff designated for
obesity related healthcare, could assist with reducing some of the strain and inequity many rural
clinicians experience in their roles (as identified in chapters 6 and 7).

Lastly, this research thesis sheds light on the potential that the current general practice context
which is considered ‘best suited’ to deliver obesity healthcare, could inadvertently be acting as a
barrier to its very aim. Clinicians and clients expressed concerns about the general practice ability to
deliver effective comprehensive healthcare for such a complex and individualised health issue
(chapters 6-9). While obesity can be viewed as a physiological health issue and therefore warranted
to be ‘treated’ in the general practice context (as chapters 3-6 indicate), there are also significant
factors outside the scope of general practice and physiological health domain which impact obesity
management (as highlighted by chapters 4-9). For example, the obesogenic environment,
sociocultural norms, and socioeconomic restrictions that clients live in. Efforts to mitigate these
barriers could be beneficial, although these efforts are situated in other obesity healthcare sectors
(such as population/public health, or secondary specialist care) and should be used in conjunction
with general practice health improvement efforts. Whilst this is not the focus of this research thesis,
any efforts made in any sector of obesity health would likely yield minimal ‘effective’ results if the
very foundations and space where obesity healthcare is delivered (general practice) is found to be an
active barrier unto itself. In light of the current health reforms and mandates to reduce health
inequities (Ministry of Health, 2002, 2018a; New Zealand Government, 2022), this research thesis
highlights that now is an opportune time to make equitable health changes for rural areas. Taking
the time to critically reflect and appraise the suitability of rural general practice to deliver effective
obesity healthcare can contribute to ensuring that health improvement goals have the best chance
to be achieved. Appraising this current system could ensure any changes in the future align with
strong foundations and are developed for sustainable, and effective obesity healthcare for all rural
communities.

Indigenous Health

This research identified areas of indigenous healthcare that are experiencing barriers to obesity
management in rural areas, which has received little attention in the past in this region. While this
research thesis is not conducted from an indigenous worldview, the findings from Maori health
professionals and clients who identify as Maori, offer insight into the additional barriers experienced
for those engaging with a western-centric health model. The findings from this research thesis align
with previous international indigenous research with other forms of healthcare that demonstrate for
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cultures who do not operate from, or align with, a western-centric health model perspective,
accessing healthcare in these spaces can be difficult and present challenges (Davy et al., 2016;
Marrone, 2007; Nguyen et al., 2020). While the aim of this research was not to compare western
and non-western centric views, barriers related to this concept were evident and indicated areas of
tension for clinicians and clients, specifically as culturally appropriate obesity healthcare was
scarcely available through their rural general practice. Whilst this research highlights that an
appraisal of general practice could be useful to ensure rural obesity healthcare can be optimised, still
situating obesity healthcare within any western model could be detrimental to improving the health
of indigenous populations. Positioning obesity healthcare in a space that is not culturally appropriate
or safe could be ineffective and act as another structural barrier. Instead, any appraisal of the
current obesity healthcare structure should look to be conducted from both an indigenous Maori
and western-centric health worldview. Any potential ‘reconstruction’ of the obesity healthcare
model could also, therefore, benefit from being conducted through co-design methods to ensure
that any structural inequity or power imbalances are not repeated unintentionally.

Limitations

As with any research, this study is not without its limitations. Each publication in this research thesis
has highlighted the specific limitations to each study and will therefore not be repeated here.
However, there are some limitations across the entirety of the research. First, was the timing of this
research. This study began in February 2020, one month before NZ experienced its first Covid-19
lockdown. This consequently made any access to healthcare professionals, and clients, extremely
limited as this research was, rightly so, not considered an ‘essential’ reason for using health
professionals’ limited time, or a valid reason to risk the possible spread of the Covid virus. This
meant that fewer participants were recruited into this study than intended. However, despite these
challenges, 17 clients (clients and community members) and 16 clinicians (GPs, nurses, and Maori
Health professionals) were recruited out of a desired 20 participants for each group.

Second, the participants were limited to healthcare professionals in general practice. However,
obesity is a complex health issue and many intervention options lie outside the scope of general
practice. While the aim of this study was to investigate the rural general practice context, it is
acknowledged that other health professionals could have important insights to the complexities in
which this research was not able to conclude. These include professionals such as health coaches,
kaiawhenas (advocates), Pasifika health professionals, private weight loss programme leaders,
dietitians, nutritionists, endocrinologists, bariatric surgeons, psychologists, personal trainers, or
health improvement practitioners.

Third, the role as a researcher is not without limitations, especially for qualitative work.
Acknowledging and reflecting on my own life experiences and how the cultural groups | belong to
(age, gender, ethnicity) shape and influence the way | perceive and interpret phenomena was a
crucial part of this research (Braun & Clarke, 2006; Holloway & Biley, 2011; World Health
Organization, 2022). My own experiences and worldviews can impact how | design research, interact
with participants during data collection and how | interpret others’ narratives (Braun & Clarke, 2006;
Burr, 2015; Holloway & Biley, 2011). Reflecting on this, sharing my own lived experiences with
obesity management with all participants enabled me to connect and build rapport with
participants, reduce stigma perception and power imbalances which was a benefit for this research.
Sharing my own experiences with participants also enabled a ‘safe space’ to share narratives which
allowed for richer data to be elicited from participants and was considered a strength for this
research. However, acknowledging the limitations of my knowledge and experiences including wider
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empirical scientific processes assisted with strengthening this research. This included the use of a
cultural advisor, collaborating with other researchers (with different life experiences and expertise),
and utilising the wisdom of literature, my supervisors and wider network of more experienced
researchers than myself.

Future Directions

There are three key components for future directions identified from this research thesis: increasing
rural-specific research; appraisal of general practice context as ‘best-suited’, specifically for rural
areas; and trial of effective intervention options for rural areas. These are detailed below.

Rural Focused Research Methods

Firstly, any future research about how to improve health outcomes for rural communities should
include the voices of those communities, and include an awareness and appreciation that every rural
community is unique. This research thesis found that minimal rural-specific research has been
conducted in NZ, despite a large proportion of NZ (over 600,000) living rurally (Rural Health Alliance
Aotearoa New Zealand, 2019), the understanding that rural culture is different to urban areas, and
the already established knowledge of rural health inequities. Future research should look to have a
rural-specific focus and incorporate the voices of the communities in which are being studied,
including indigenous communities. Co-design research, CBPR, and Kaupapa Maori research are just
some examples of research methodologies that could be utilised to ensure that each rural
community has agency in their health development and outcomes. Research approaches that work
alongside the populations that are experiencing inequity or poor health outcomes has been
demonstrated to have positive and long-term impacts on health (Boulton et al., 2011; Kidd et al.,
2021; Ministry of Health, 2015; Te Morenga et al., 2018; Tipene-Leach et al., 2013; Verbiest et al.,
2018) and are recommended to be utilised for future obesity research. Including the perspectives of
Maori, Pacific, rural groups, and those who have a lived experience with a phenomenon, in this case
obesity, when developing healthcare service improvements is crucial for success, as previous
literature has highlighted (Bridges, 2017; Durie, 1997; Manokaran et al., 2021; Orser et al., 2021).
Using an appropriate research approach that generates accurate findings and receivable
intervention options can assist with setting the foundations for successful health improvement in
the long-term. Research and intervention strategies are shaped by each community and will differ
between the rural communities across each region, so it is important to work with the people of said
community. In addition, the space in which any intervention should be placed also needs to be
culturally appropriate, particularly for Maori populations, as previous literature has indicated that
indigenous worldviews do not align with western-centric worldviews and can become incompatible,
hindering health outcomes. Utilising co-lead and community interventions from inception to delivery
has been demonstrated to be effective in the past (Coghlan, 2014; Eggleton et al., 2018; Kidd et al.,
2021; Salimi et al., 2012; Te Morenga et al., 2018) and should be used for future obesity health
research in rural NZ communities.

Appraisal of General Practice Context

Secondly, future research should look to conduct trials of locality based primary care interventions
incorporating general practice, Maori providers and local health practitioners including pharmacists,
physiotherapists, dietitians, midwives, and health coaches for example. This research should also
look to assess how general practice can be better integrated into a community driven, culturally
appropriate, weight management centre. Urban general practices have the luxury of access to a
range of weight management options to offer their clients, however, the clinicians and clients in this
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thesis stressed the lack of options available rurally. Rural general practice clinicians are well suited
for supportive roles for weight management and act as excellent health informants and guides for
their clients. However, as clinicians highlighted, there was limited options available to guide their
clients to, which risked jeopardising the strength of the therapeutic relationship and potentially
leading to poorer health engagement or outcomes for the client in the future.

Establishing a multi-disciplinary team based in general practice could be a useful avenue to reducing
the barriers expressed by these rural communities and clinicians and reduce inequity. Multi-
disciplinary teams could look to include other health professionals that understand the more
nuanced and complex issues with obesity management and the rural lifestyle culture, as well as have
the time to assess the individual client’s wider health needs. For example, other members of the
general practice team could include a dietitian, counsellor, kaiawhinas (advocates), social worker or
facilitator of other social services (violence prevention or financial help services). Having multi-
disciplinary teams that are based within rural general practice could enable the workload of already
strained rural clinicians to ease, ensure clients are being guided to qualified health professionals who
understand the limitations and nuances of rural culture, and reduce access inability for rural
communities. Trialling a rural general practice multi-disciplinary team ‘intervention’ for delivering
effective weight management and improving health outcomes should be explored in the near future.

Development and Trial of Effective Interventions for Rural areas

Thirdly, future research should look to develop an effective weight management strategy that is
comprehensive, accessible for clinicians to guide their clients to, and is suitable for the rural, and
indigenous cultures. Regardless of whether a multi-disciplinary team is established or not, rural
clinicians need effective interventions that they can guide their clients to, as currently, options are
not available, accessible, practical, or culturally appropriate. The two review chapters (chapters 3
and 4), and the narratives from both clinicians and clients (chapters 6-9), highlighted a significant
lack of comprehensive, multi-levelled, culturally appropriate interventions. Exploring what a ‘rurally
effective’ weight intervention actually looks like is crucial if any health improvements are to be
made. Future research should look to work with rural communities to develop and trial weight
management interventions that are tailored to the needs of rural communities and work within
these rural general practice limitations and spaces. These interventions could be different for each
unique rural community and should be tailored to the specific needs of each rural area. However,
this research recommends that all interventions developed or trialled include the four main
elements of effective weight management (dietary control, exercise engagement, behavioural
change actioned in culturally appropriate ways) as chapter 3 indicated, none of the current available
interventions utilise all four in combination, despite being recognised as the most effective strategy.

Further to this, as highlighted by the clinicians and clients in chapters 6-9, any interventions trialled
should be rurally feasible and accessible for the rural and indigenous sociocultural norms, as well as
having health ‘outcomes’ that are wanted by the individual and community. Any interventions
developed should look to include the wider elements of health that impact obesity (as called for by
both clinicians and clients in chapters 6-9) in the form of physical and psychosocial comorbidity
factors, as well as social determinant and cultural factors. Developing an intervention with each rural
community would be useful for this, as the outcomes of the intervention should include those
desired by the individuals in said communities. As chapters 6-9 have indicated, these health
outcomes can extend beyond the clinical markers of obesity health related improvements. During
the evaluation of any intervention development or trial, any ‘efficacy’ markers of interventions
should also include the wider aspects to health improvement, including comorbidity avoidance, not
just weight loss results or BMI reduction. These could include factors that were expressed to be
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significant from the participants in this study, such as, psychosocial wellbeing, spiritual health,
sociocultural connections and health, mental health improvements as well as the physiological
weight, blood sugar levels or cardiovascular disease risk levels. Assessing the uptake of the
intervention in rural areas should also be included in consideration of the overall ‘efficacy’ of a
rurally tailored, co-designed weight management strategy, as health improvements will be hindered
if interventions are not received well by rural communities.

Lastly, any improvements or trials of interventions should not be actioned in isolation for such a
complex health issue. Other obesity improvement work is being conducted in other sectors of
obesity health, including population level and secondary care (Elley et al., 2008; Krebs et al., 2012;
Ministry of Health, 2022b; Murphy et al., 2003; Swinburn, 1999). Any interventions made in the
general practice sector of obesity healthcare should look to complement the other sectors to
maximise effectiveness. Obesity is an interconnected health risk with no ‘quick-fix’ option, and it will
take years before results can make an impact at a population level. Approaching obesity healthcare
in the general practice sector should also reflect and appraise its effectiveness in the wider health
system including public health and secondary care. An updated, comprehensive, multi-layered,
culturally inclusive approach could be beneficial to align with the modern food environment,
sociocultural norms, and ‘holistic’ obesity health needs of clients that have overlap with population
and secondary health sectors. However, any intervention development or trial with secure,
sustainable, and complementary foundations will assist in maximising efficacy of obesity healthcare
and improve health outcomes for all NZ communities, specifically rural and indigenous.

Conclusion

This research was novel in that it addressed key barriers within the pervasive health issue of obesity
in the rural Waikato general practice context, which has not been done previously. Utilising a mixed
method, sequential explanatory research design, this study found that there are significant
difficulties to the delivery of obesity healthcare in the general practice space. Many barriers exist
both within and outside the scope of general practice, further hindering the efforts of an already
stretched rural health workforce to reduce obesity rates and improve their clients’ health. The
barriers expressed by clinicians and clients had significant overlap, with both groups experiencing
issues with raising, discussing, identifying ‘effective’ weight management interventions, as well as
barriers external to the general practice context, including social determinants of health, obesogenic
environment, lack of obesity health professional regulation, and sociocultural norms. With the
obesity and obesity-related comorbidity rates increasing in the last 30 years, the current weight
management strategies could be considered ineffective. An appraisal of general practice being best
suited to be a main driver of obesity healthcare delivery is recommended, as potentially, clinicians
working in this space could be better suited as a supportive role and guide their clients to
comprehensive, tailored, ‘holistic’ obesity healthcare professionals who can address all the
complexities that come with ‘treating’ obesity. Future research should look to generate rural specific
weight management interventions, rural and indigenous specific health research and interventions,
as well as enabling better access to obesity healthcare for rural areas to reduce health inequities.
While much of the narrative of clinicians and clients focused on the difficulties of weight
management, there are many narratives available (outside this research thesis) that highlight the
success of improving quality of life and obesity-related health outcomes for clients, indicating the
possibility for positive health changes. In a similar way that effective weight management entails an
entire lifestyle change for success and sustainability, the current obesity healthcare model in general
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practice requires a radical modernisation to meet the changed obesity and sociocultural norm
climates in NZ.
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Appendix B- Qualitative Interview Guides

Obesity Healthcare Barriers Interview Guide: GENERAL PRACTITIONER
Introduction - Whanaungatanga

= Thank participant for their time and agreeing to participate

= Ask about karakia or culturally appropriate opening to interview
= Introduce self/background including where you’re from

= Respond to participant’s own introduction

= Answer questions about yourself

= Askifit’s OK to start the interview

Recap of Research Aims

= Explain aims of research and interview

= Verbally go through participant information sheet, and answer any questions/clarify
any doubts

= Give participant information sheet and consent form

= Gain audio recorded consent for turning Dictaphone on

Basic Overview of the Interview

1. Please tell me about your experience with delivering obesity and weight management in your
practice?

2. From your experience and perspective, how effective / non-effective are the processes you use?
Why?

3. Please tell me about your experience with treating patients for excess weight and obesity health
issues, such as what treatment or intervention options do you use?

4. From your experience and perspective, how effective/ non- effective are the treatment options
for your patients? Why?

5. From your perspective, please tell me about your experiences with raising, discussing and
delivering weight management in your practice?

6. From your perspective, what do you think the main contributors to obesity health concerns are
with your overweight/ obese clients?

7. From your perspective, is there anything you feel could be beneficial in your role when delivering
excess weight and obesity healthcare to your patients?

End of Interview

= Ask the participant if they would like to share/ add anything more to their
experience
= Thank participant for their time and answer any further questions

200



= Ask the participant if they would like to close using a culturally appropriate
action.

Reminder

Address/contact details to send through summary report of research - if required
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Obesity Healthcare Barriers Interview Guide: COMMUNITY MEMBERS
Introduction - Whanaungatanga

= Thank participant for their time and agreeing to participate

= Ask about karakia or culturally appropriate opening of interview
= |Introduce self/background including where you’re from

= Respond to participant’s own introduction

= Answer questions about yourself

= Askif it’s OK to start the interview

Recap of Research Aims

= Explain aims of research and interview

= Verbally go through participant information sheet, and answer any
questions/clarify any doubts

= Give participant information sheet and consent form

= Gain audio recorded consent for turning Dictaphone on

Basic Overview of the Interview
For the Rural Community Member Participant

1. Please tell me about your experience with ‘excess’ weight management or obesity health
concerns?

2. Why did you choose this option?

3. Please tell me about your experience with obesity healthcare (relative to applicable weight
management strategy used) when you visited your GP or primary healthcare professional?

4. From your perspective, please tell me about any difficulties or barriers you faced with your weight
management strategy? (Issues with culture/cost/ accessibility/ geographical location/ psychosocial?)

5. From your experiences and perspective, please tell me about what you think the main
contributors to obesity or weight difficulties are in rural communities?

6. From your perspective, what do feel would be useful / effective for you, your whanau, and your
wider rural community to improve obesity or weight related healthcare?

End of Interview

= Ask the participant if they would like to share/ add anything more to their
experience or narrative

= Thank participant for their time and answer any further questions

= Ask the participant if they would like to close with a karakia or culturally
appropriate closing.

Reminder

Address/contact details to send through summary report of research - if required
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